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[° 1950, Dr. John L. Madden, Director of Sur- 
gery at St. Clare’s Hospital, was particularly 
interested in the anatomy of the portal vein in rela- 
tion to the pancreas during radical pancreatico- 
duodenectomy for carcinoma of the head of the 
pancreas. Stimulated by the work of Tobin and 
Zariquiey' who demonstrated the anatomy of the 
bronchopulmonary segments and blood supply of 
the human lung using liquid latex, we began a study 
of the surgical anatomy of the portal system. Our 
co-worker in this endeavor was Dr. Frank P. 
Gerold. 
Material and Methods 


Fresh cadaver specimens were injected with col- 
ored liquid neoprene latex (Type 5717) partially 
fixed in Jores’ solution No. 1, then dissected and 
photographed. Some of the specimens were subse- 
quently corroded in commercial hydrochloric acid. 
Red latex was injected into the arterial system; 
yellow into the portal venous system ; and blue into 
the caval or systemic venous system. In the first 
few specimens, yellow latex was not used. The 
primary colors of yellow and blue (the portal and 
systemic venous systems respectively ) when mixed 
formed a green or chartreuse color indicating 
portasystemic communications. 


Discussion 


It is generally accepted that the cause of ascites 

in cirrhosis of the liver is primarily an intrahepatic 
portal bed block. This blockage of the inflow tract 
of the liver, an obliterative fibrosis of the intrahe- 
*Presented at the meeting of the Providence Medical Asso- 
ciation, at Providence, Rhode Island, February 7, 1955. 
From the Surgical Research Laboratory and the Depart- 
04 of Surgery, St. Clare’s Hospital, New York, New 
*Supplied through the courtesy of: E. I. Du Pont De 
Nemours and Company, Rubber Chemicals Division, New 
York, Ne York. 
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patic portal bed, is considered to be the primary 
cause of portal hypertension. It is felt that the pro- 
duction of some type of portacaval shunt is the 
treatment of choice for the sequelae, viz., bleeding 
esophageal varices and ascites. The picture, we 
believe, is not so simple nor is this concept con- 
sistent with clinical and experimental observations. 

The ligation of the portal vein in the Macaca 
Mulatta monkey and man as shown by Child, 
McClure and Hays? fails to produce ascites. Lower, 
in 1728,? and Bolton, in 1909 and 1915,* produced 
ascites by ligation of the thoracic segment of the 
inferior vena cava. The latter suggested the role of 
the hepatic veins in the production of ascites. In 
the Budd-Chiari syndrome, which always is asso- 
ciated with ascites, there is thrombosis of the 
hepatic veins, the outflow tract of the liver. These 
observations point to the fact that if the inflow tract 
is blocked, there is no ascites ; whereas, if the out- 
flow tract is blocked, there is ascites. 

Experimental findings which are to be presented 
to you will substantiate our postulate that the patho- 
genesis of ascites in cirrhosis of the liver is due to 
a primary diffuse blockage of the intrahepatic sys- 
temic venous bed, the outflow tract, and not a pri- 
mary blockage of the intrahepatic portal bed, the 
inflow tract. Our findings do net substantiate the 
present concept of intrahepatic portal bed fibrosis 
in cirrhosis of the liver associated with ascites. 
There actually is an increase in the intrahepatic 
portal bed and a decrease in the intrahepatic sys- 
temic venous bed in the presence of ascites. True, 
the portal system is blocked, but merely secondarily. 
Just as you may be delayed in a long line of slow- 
moving automobiles, the vehicle immediately before 
you is not the primary cause of your delayed prog- 
ress but rather the automobile up ahead which is 
blocking the exit is the primary cause ; and so it is 
in cirrhosis. The trouble maker is the blockage at 
the exit—namely, the hepatic veins. 

In England, Aterman® has shown that carbon 
tetrachloride absorbed by rats causes cirrhosis of 


the liver and ascites. The resulting microscopic pic- 
continued on next page 
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ture is an obliterative fibrosis of the hepatic radi- 
cals and not the portal radicals. Why the selectivity 
for the hepatic radicals? I do not know. And how 
did the present concept of portal fibrosis as the 
cause of ascites become so deeply rooted in the 
literature? It is difficult to say. Herrick, in 1907,° 
showed in perfusion experiments of normal and 
cirrhotic livers (he neglected to state the presence 
or absence of ascites) that gram for gram the 
cirrhotic had a larger portal vascular bed. McIndoe* 
in his injection experiments showed a decrease of 
both the portal and hepatic vascular beds, and indi- 
cated that the degree of fibrosis varied in direct 
ratio to the severity of the disease process. The 
exact correlation of his specimens with cirrhosis 
to the presence or absence of ascites is not clear. 
Although the findings of Herrick and McIndoe 
appear to be contradictory at first analysis, Herrick 
may have used specimens which had irreversible 
ascites, in which we have demonstrated there is an 
increase in the intrahepatic portal bed, while Mc- 
Indoe may have used specimens which had func- 
tional or reversible ascites in which we have dem- 
onstrated that there is a symmetrical decrease in 
both intrahepatic venous systems. This would indi- 
cate that both of their observations were genuine 
and correct. 
Observations 

In the normal liver there was observed a uni- 
formity in the pattern of the intrahepatic circula- 
tion. The tributaries of the portal and hepatic veins, 
and the branches of the hepatic artery, were in 
constant equilibrium. The hepatic artery and its 
branches were closely related to the portal vein 
and its tributaries. The hepatic veins appeared as 
isolated areas (blue) but uniform in their distri- 
bution throughout the liver and in their relation 
to both the hepatic artery and the portal vein. Free 
intrahepatic communications between the portal 
vein (yellow) and the hepatic veins (blue) were 
depicted by the appearance of a chartreuse color 
indicating an admixture of the two primary colors, 
yellow (portal system) and blue (hepatic veins ). 

In cirrhosis of the liver the pattern of the intra- 
hepatic circulation was dependent upon the pres- 
ence or absence of ascites and whether or not the 
ascites was reversible or irreversible. In cirrhosis 
of the liver with irreversible ascites there was a 
reciprocal pattern of the circulation within the liver 
characterized by an absolute and compensatory 
increase in both the intrahepatic portal venous and 
the hepatic arterial beds, the inflow tracts, and a 
concomitant and absolute decrease in the outflow 
tract, the hepatic systemic venous bed. Contrariwise, 
in cirrhosis of the liver without ascites, or with 
ascites that was temporary or reversible, there was 
a symmetrical pattern relationship characterized 
by a symmetrical deficit in all of the intrahepatic 
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vascular systems but most pronounced in the he- 
patic systemic and portal venous beds. 

In congestive hepatomegaly, one with and one 
without ascites, there was a distinctive pattern of 
the intrahepatic circulation characterized by a 
marked increase in both the diameter and the sur- 
face area of the hepatic systemic venous bed, the 
outflow tract. There was no concomitant changes 
evident in the inflow tracts, viz. the portal venous 
or hepatic arterial beds. 

Further experimental work was then performed 
in our animal laboratory. Partial ligation of the 
hepatic veins was performed in fifteen dogs. Of 
the ten survivors, seven (70 per cent) resulted in 
the formation of ascites clinically varying from 
mild to severe. The duration of ascites varied from 
ten to forty-seven days. After the ascites disap- 
peared, two dogs were subsequently placed on a 
low protein and high-salt diet. The ascites promptly 
recurred and in one dog the ascites has been pres- 
ent for some twelve months. The liver is two 
fingers below the costal margin and very firm. 
These animals periodically and spontaneously drain 
ascitic fluid from the abdominal incision. 

In another animal all the hepatic veins draining 
the right lobes and caudate lobe of the liver were 
completely ligated. These lobes immediately ap- 
peared congested and enlarged and six weeks later 
they were contracted and slightly irregular. Micro- 
scopic slides showed evidence of early cirrhosis. 
These experimental studies directly indite the he- 
patic veins as a primary factor in the production of 
ascites. Diet also is a factor when there is pre- 
existing hepatic vein obstruction. The rationale of 
proper medical regimen in reversible ascites ap- 
pears well-founded. On the other hand, in ascites 
refractory to a medical regimen, the surgical treat- 
ment should be directed to the establishment of a 
new outflow tract of the liver. The feasibility of 
this concept is being evaluated at the present time 
in our laboratories by the use of hepatopexy*— 
namely, the abrasion of the liver surface and the 
juxtaposed surface of the diaphragm. Magnesium 
trisilicate powder, after the method of Thompson,’ 
is applied to the abraded surfaces. Abdominal flaps 
consisting of muscle, fascia and skin which have 
been raised and swung intra-abdominally and then 
attached to the liver surface are also being 
evaluated. 

Comment 

From the study of the anatomic pattern of the 
intrahepatic circulation in the normal and in the 
diseased human liver, certain postulates relative to 
the pathogenesis and the treatment of ascites sec 
ondary to cirrhosis of the liver may be presented. 
It is postulated that the pathogenesis of ascites in 
cirrhosis of the liver is an obstruction of the out 
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flow tract, the hepatic systemic venous bed. In 
chronic, irreversible ascites the cause of the ob- 
struction is believed to be an obliterative fibrosis. 
This is an organic occlusion and, accordingly, is 
refractory to all of the generally accepted methods 
of treatment. In acute, temporary or reversible 
ascites, the obstruction of the outflow tract is due 
to a diffuse intrahepatic cellular edema secondary 
to both protein and electrolyte imbalance. In this 
instance the obstruction is functional and, accord- 
ingly, with proper diet and medication, the intra- 
hepatic cellular edema subsides, the obstruction 
of the outflow tract (hepatic veins) is released and 
the congestive hepatomegaly and the ascites dis- 
appear. This postulate would conform with the 
clinical observation of the poor prognosis in pa- 
tients with cirrhosis of the liver and ascites in 
whom the liver is small and contracted (obliterative 
fibrosis of the outflow tract) and the more favor- 
able prognosis in patients with cirrhosis of the 
liver and ascites in whom the liver is acutely en- 
larged (edematous or functional obstruction of 
the outflow tract ). 

In congestive heart failure and in chronic con- 
strictive pericarditis the pathogenesis of the ascites 
isagain obstruction of the outflow tract, the hepatic 
veins. The obstruction is due to venous stasis with 
secondary intrahepatic cellular edema and con- 
gestive hepatomegaly. 

Natural Occurring Portacaval Shunts 

The next consideration is that of the high inci- 
dence of natural occurring or pre-existing porta- 
caval shunts. In two specimens without liver dis- 
ease, two large shunt veins were found—one meas- 
uring four millimeters and the other three milli- 
meters at their narrowest diameters. One extended 
from the fundus of the stomach to the left adrenal 
vein; another from the mesenteric veins of the 
terminal ileum to the right ovarian vein. 

In other specimens with cirrhosis other shunts 
were found. In two specimens, two vessels each 
larger than three millimeters in diameter extended 
from the lower third of the esophagus and cardiac 
end of the stomach to the left inferior pulmonary 
vein. These vessels establish direct communications 
between the cardio-esophageal veins and the pul- 
monary circuit. Yellow latex was found in the 
lung. In another specimen a large torturous shunt 
vein extended from the cardiac end of the stomach 
to the left renal vein with an accessory vessel from 
the spleen. In still another specimen yellow latex 
was seen communicating with the left adrenal 
gland. It is noteworthy that all of these patients 
expired from bleeding varices. All except one had 
ascites of varying degrees. 

What effect do these natural occurring shunts 
have on the cirrhotic patient ? Learmonth,!® while 
Preparing to do a splenorenal shunt in a patient with 
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cirrhosis who was bleeding from varices, discov- 
ered a natural six millimeter in diameter splenore- 
nal shunt. Apparently, despite these natural shunts, 
patients bleed to death from varices. It is impos- 
sible at the present time to state definitely whether 
their lives are prolonged or shortened by these 
shunts. However, the portapulmonary shunts could 
conceivably be a detriment during an increase in 
intrathoracic pressure as in a Valsalva maneuver. 
Any sudden increase in systemic pressure could 
cause a blowout at the site of the portacaval com- 
munication as might occur when straining at stool. 
There are no adequate figures of comparable sur- 
vivors of patients with surgically produced porta- 
caval shunts as compared with cirrhotics not so 
treated.'! Another stumbling block in this evalua- 
tion is now the realization of natural occurring por- 
tacaval shunts. From this small series of patients 
who bled to death despite the presence of pre- 
existing shunts, the performance of portacaval 
anastomosis appears interdicted. Inasmuch as 
varices are seen in one of our specimens not only 
in the cardioesophageal region but also in the 
jejunum and terminal ileum, the direct surgical 
attack upon the cardioesophageal varices seems 
questionable. 

Apart from the patient with cirrhosis of the 
liver, these natural occurring portacaval shunts are 
of definite interest in the explanation of some of 
the bizarre metastasis of carcinoma. 

The spread of Krukenberg tumors from the 


stomach and other portions of the gastrointestinal 
concluded on page 264 


Splenorenal 5. 


Portaadrenai 3S. 


PRE-EXISTING PORTASYSTEMIC VENOUS 


FIGURE I 


SHUNTS 


Composite drawing to show the pre-existing porta- 
caval shunts. The shunt between the fundus of the 
stomach and the left adrenal vein and the shunt between 
the mesenteric veins of the terminal ileum and the right 
ovarian vein were found in patients without evidence of 
liver disease. Such shunts can explain the spread of 
Krukenberg tumors to the ovary and other tumors to 
the adrenal gland. All the other shunts were found in 
patients with cirrhosis of the liver. All these patients 
despite the shunts had hematemesis and expired. 
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N RECENT YEARS there has been a complete 
I change in the treatment of pulmonary tuberculo- 
sis. Actually this dates from the introduction of 
streptomycin for widespread use in 1947. Today 
we have arrived at a definite idea in the prolonged 
uninterrupted drug therapy made possible when 
para-amino-salicylic acid came on the scene in 1949, 
followed by isoniazid in 1951, and later pyrazina- 
mide. Combinations of these antimicrobial drugs 
have been able to control most of the minimal and 
early moderately advanced lesions. Moreover they 
have proved effective in controlling any toxicity, in 
reducing secretions, and in improving the patient 
in general. Following this, even though cavity or 
areas of caseation persists the patient is now ready 
for definitive treatment by thoracic surgery.’ 

All surgical procedures have been made safer 
by the preliminary course of drugs and additional 
protection is offered at the time of surgery by these 
same drugs. Coupling this with improved anes- 
thesia, and the experience of the thoracic surgeons, 
we have had a tremendous boom in all forms of 
chest surgery, especially resection. In our hands 
permanent collapse, such as afforded by extra- 
periosteal plombage techniques has achieved con- 
siderable favor because of its results. We have 
completely abandoned phrenic nerve paralysis and 
pneumothorax, but we still use pneumoperitoneum 
to a fair degree. Drug therapy alone has sup- 
planted these procedures in the treatment of early 
exudative disease and small cavities. Anything 
beyond this is better treated by surgery especially 
when irreversible pathological changes have oc- 
curred, 

We are discussing in this paper the results 
achieved at the Rhode Island State Sanatorium 
during the drug era between January 1947 and 
From the Rhode Island State Sanatorium and the Over- 
holt Thoracic Clinic, Boston, Massachusetts. 

1 Thoracic surgery performed by Dr. Norman J. Wilson, 

Overholt Thoracic Clinic. 


January 1954. We are referring only to the 41] 
unilateral surgical problems. Eighty _ patients 
treated with bilateral surgery will not be discussed 
because they are too complex for analysis, since 
different procedures were used on each side in 
most cases. 

The status of these 411 patients was evaluated 
in July 1954, thus offering a minimum of six 
months and a maximum of 71% years of observa- 
tion following completion of surgery. Of these, 260 
were followed for at least two and one-half years, 
and 335 for at least one and one-half years. 

The only true contraindication to surgery that 
we recognize at any time are: 

1. Inadequate cardiac reserve. 

2. Inadequate respiratory function to withstand 
the proposed procedure. 

3. The existence of another disease process 
which is either uncontrollable or has a fatal 
prognosis. 

Diabetes is not a contraindication. On the con- 
trary we know that the prompt control of both the 
diabetes and the tuberculosis is essential. We use 
surgery in a high percentage of the diabetics and 
we get them to surgery as soon as possible. 

Age alone is not a contraindication. Many of our 
patients are over sixty years of age at the time of 
operation, and in this day and age patients in the 
fifties are very common. We feel that as long as 
they pass our requirements they should be operated 
on and the proof of this is that they have tolerated 
surgery of all types remarkably well. We do not 
subscribe to any theory that an elderly patient with 
an open cavity should exist as a “good chronic.” 
We do not feel that it is fair to keep these individ- 
uals in institutions separated from their friends and 
from their families. We feel they should be re- 
turned to the community, and in many instances t 
their former jobs. 

Until recently we had been using stage thora 
coplasty as the chief instrument in collapse therapy: 
This will be referred to hereafter as conventional 
thoracoplasty. We felt it had several disadvantages 
in that it caused the patient to go through several 
phases of physical and mental strain. It also 1 
creased the cost of surgery, and limited tlie number 
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of patients who could be treated in a given period. 
The conversion of sputum was very slow. Fre- 
quently, paradoxical motion of the chest interfered 
with respiration and cough mechanism. Most im- 
portant of all, deformity resulted from scoliosis 
due to abnormal position of the shoulder girdle 
caused by cutting the first rib and the transverse 
processes of the spine. 

Accordingly, in 1950, we gave up conventional 
thoracoplasty, as such, in favor of plombage pro- 
cedures. We still use a conventional thoracoplasty 
from below up, which preserves the first rib, but 
this is only used once in 2 while for special indi- 
cations. 

The extraperiosteal plombage technique was first 
performed in this hospital in 1949. It has been our 
experience that it is one of the safest and most 
effective measures of collapse procedure. It is used 
in treating small cavities in the top of superior seg- 
ments of upper lobes. The entire collapse is created 
in one operation. The number of ribs and the 
length of ribs stripped of periosteum, below the 
first rib which is stripped entirely, depends upon 
the extent and distribution of the lesion. The 
operation is designed to compress only diseased 
areas and to avoid collapse of normal segments of 
the lung. As many as eight ribs may be stripped at 
one operation without any evidence of shock in the 
patient. The ribs are now left intact and the extra- 
periosteal space packed with one and one-quarter 
inch lucite spheres inside a polyethylene wrapping. 
This is done to prevent the spheres from migrating 
out between the ribs and also to make their removal 
easier at a later date. More recently we have not 
heen using the lucite spheres at all but have packed 
the space firmly with the polyethylene sheeting 
alone wrapped inside of one large piece of the 
material. 

One week following operation all drugs are 
stopped unless active endo-bronchial disease, or 
tuberculosis in the opposite lung, indicates their use. 
It is only in this way that early collapse failure can 
be determined because if drugs are continued 
sputum might well remain negative even though 
disease is uncontrolled. After four months of care- 
ful sputum study, a decision as to further surgery 
is made. With sputum negative a second stage is 
performed removing plombage and resecting the 
tibs. The first rib and the transverse processes in 
the spine are left intact to avoid deformity. If 
sputum remains positive resections of the affected 
segments is performed and the second stage of the 
thoracoplasty completed at the same time. Thus, 
either way the patient’s course consists of a maxi- 
mum of t\vo operations. 

In patients over fifty-five years of age we have 
been leaving the plombage intact with no second 
stage whatsoever. We have had no reason to feel 
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that the plombage material will cause any compli- 
cations. It is possible that we may have to change 
our mind on this as time goes on. We have had 
only one infection in the extraperiosteal space 
which occurred early in the use of the procedure 
and probably was due to a technical error when the 
extrapleural space was inadvertently opened. 

The chief advantages of plombage thoracoplasty 
are—total collapse is secured in one stage. Sputum 
is converted to negative early. There is no para- 
doxical motion of the chest and hence no inter- 
ference with respiration and cough. There is less 
strain on the patient, and there is less cost for the 
surgery, and more surgery can be done in one given 
period of time. There is no significant deformity 
of the chest which occurs, even though the X-ray 
may show a slight scoliosis. The loss of function 
as determined by pulmonary ventilatory studies is 
small and is more predictable. Also failures can be 
treated early with resection and still only have a 
total of two operations. We consider this the safest 
surgical procedure in the treatment of pulmonary 
tuberculosis. 

We have had no deaths due to tuberculous infec- 
tion in this group of 140 patients. Of the three 
who died; two suffered coronary occlusions, and 
one had a metastatic carcinoma. 137 (97.8%) are 
living and of these, 127 (92.7%) are completely 
cured. Our results with this procedure have been 
so uniformly good that we have not shifted com- 
pletely to resection as many other clinics have done. 

In cases treated by all methods of collapse ther- 
apy surgically induced 98% of the patients are liv- 
ing and 93% are completely well. 

In the drug era resection has increased to a point 
where it is now the most commonly used method of 
treatment in pulmonary tuberculosis. Particularly 
prominent is the use of segmental resection. It 
appeals equally to the medical men, the surgeon, 
and the patient since it permits eradication of an 
offending lesion with preservation of maximum 
normal lung tissue. Again it must be emphasized 
that in many instances other tuberculosis which was 
present has been brought under control by drugs. 

The indications for resection in general are: 
1) thoracoplasty failure, 2) bronchial stenosis, 
3) tuberculoma, 4) uncontrolled lower lobe disease, 
5) bronchiectasis, 6) associated suppuration, and 
finally 7) cavity in a non-expansile lung with or 
without associated empyema following pneumo- 
thorax. 

Cases which do particularly well are those with 
giant cavities which are under tension and with 
poor drainage. Cavities in poor position for col- 
lapse such as those near the mediastinum, and cavi- 
ties in the anterior segment of the upper lobes or 
lying completely posteriorly in the upper lobe so 


that large volumes of normal lungs must be sacri- 
continued on next page 
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ficed in collapse therapy. 

A severe problem which has arisen as a result of 
drug therapy is which residual lesions should be 
resected. A negative sputum is no longer a good 
index because of the action of the drug. Our 
present X-ray technique, even body section X-ray, 
are not completely reliable. The smaller residual 
areas are now being treated medically. The larger 
areas of caseation are resected as well as any cavity. 

The mortality rates for pneumonectomy or lobec- 
tomy plus segmental resection are higher in the 
resection group because they are the worst cases 
to begin with. 

Thirteen of the 174 resections had tuberculous 
complications. This is 7.5% of the cases. These 
were subsequently controlled with additional sur- 
gery and/or drug therapy. 

Twenty, or 11.5%, had late tuberculous compli- 
cations which were subsequently brought under 
control. 

There were 5, or 2.9%, post-operative deaths 
caused by: fistula and spread 1; pulmonary edema 
1; pulmonary insufficiency 1; pulmonary embolus 
1 ; blood dyscrasia 1. 

There were 8, or 4.0%, late deaths caused by: 
coronary occlusion 1; cor pulmonale 3; fatal hem- 
orrhage from empyema space 1 ; progressive tuber- 
culosis 2; leukemoid metaplasia 1. 

One hundred and sixty-one, or 92.5%, of the 
174 patients are alive and 151, or 94%, of these are 
clinically well. Fifty percent of the patients were 
operated on prior to January 1952 before we were 
using long term chemotherapy. 

As was mentioned we are depending more and 
more upon careful ventilatory study of pulmonary 
function in the appraisal of a patient in any given 
surgical procedure. 

The aim of any particular surgical procedure in 
the treatment of pulmonary tuberculosis is not only 
the cure of the patient but the preservation of as 
much of the patient’s cardio-respiratory ability as 
possible, in order that the patient will not become a 
respiratory cripple. Thus, the decision to operate 
may be based by the determination of the patient's 
pulmonary function and the choice of the surgical 
procedure should be determined by the results of 
these tests. The more restricted a patient’s respira- 
tory reserve, the more essential it is to know the 
type of restriction and its extent. 

The patient’s ability to withstand a particular 
surgical procedure can be determined :— 


(a) by clinical judgment, observation of breath- 
ing, cyanosis, shape of the chest, speed with which 
the chest can be emptied (fluoroscopy), and the 
examination of roentgenograms. 


(b) by performing some of the ventilatory func- 
vital capacity and better still, 
(V.C.); Maximum 


tion measurements 
the Timed Vital Capacity 
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Breathing Capacity (M.B.C.) which is the ability 
to pump air into and out of the lungs in a specified 
time. At this time it is important to stress the fact 
that the dyspnoea is more closely related to reduc- 
tion in M.B.C. than to V.C. When M.B.C. is high, 
the reserve is obviously adequate. When the 
M.B.C. is below 35 liters per minute, surgical pro- 
cedure is not advisable. On the other hand, when 
M.B.C. is reduced, the removal of a destroyed or 
poorly functioning lung or lobe is well tolerated, 

(c) by the technique of bronchospirometry? 
With this method, knowledge is obtained of the 
degree to which each lung participates in respira- 
tion (a split function). This method is useful and 
essential in borderline cases, especially in those in 
which bilateral surgery is contemplated. The pre- 
liminary studies mentioned in (a) and (b) should 
be performed prior to bronchospirometry because 
some patients show such poor respiratory reserve 
with these tests, that plan for surgery must be 
abandoned. On the other hand, some _ patients 
show such excellent pulmonary reserve with these 
studies (a) and (b), that almost any planned surgi- 
cal program can be undertaken without the knowl- 
edge of the result of a split function. 

The following cases listed below will illustrate 
these points :— 

Case #1—G.G., male, fifty-two years of age, had 
a residual cavity in the right upper lobe, the remain- 
der of X ray is clear. Plombage thoracoplasty con- 
2 Bronchospirometric studies by Dr. David W. Cugell, 

Boston Sanatorium, Mattapan, Mass. 


FIGURE 1 
Case No. 1 G.G. Prior-to right extraperiosteal plombage. 
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templated. Fluoroscopy shows good movement of 
diaphragms and good speed of emptying. Prior to 
surgery, predicted V.C. 3,600 c.c.; Actual V.C. 
3,150--87% of predicted; Predicted M.B.C. 100; 
Actual M.B.C. 94—94% of predicted. No broncho- 
spirometry indicated in this case. After 5 rib extra- 
periosteal plombage, (2 stages), V.C. 3,150; 


if 30° $3 


FIGURE 2 


Case No. 1. G.G. Following first stage right extraperiosteal 
plombage. 


FIGURE 3 
Case No. |. G.G. Following second stage right extra- 
Periosteal plombage. 


M.B.C. 84. There was a loss of 10 liters and this 
is our average loss of function with 5 rib extra- 
periosteal plombage. 

Case #2—S.M., female, twenty-seven years of 
age with bilateral cavitation involving the upper 
lobe. Bilateral surgery contemplated. Fluoroscopy 
shows poor emptying of the lungs. Predicted V.C. 
3,100; Actual V.C. 1,350—40% of predicted ; Pre- 
dicted M.B.C. 91; Actual M.B.C. 53—58% of 
predicted. Bronchospirometry was performed in 
this case. 

0» Uptake J Rt. lung 
eS 


SG PON ricco 

Vhele hin 5 
Obviously, this patient was an exceedingly poor 
risk for any surgical program and the idea of sur- 
gery was abandoned. Patient died shortly after 
with pulmonary insufficiency and “cor pulmonale.” 


Ventilation 
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FIGURE 4 
Case No. 2. S.M. Prior to bronchospirometry studies. 


Case #3—G.H., female, thirty-seven years of 
age; extensive involvement with several areas of 
cavitation in the left lung. Right lung was clear. 
Left pneumonectomy contemplated. Fluoroscopy 
showed good function of the right lung and the left 
lung was almost functionless. Predicted V.C. 3,060 ; 
Actual V.C. 2,030—66% of predicted; Predicted 
M.B.C. 93; Actual M.B.C. 65—70% of predicted. 
3ronchospirometry was performed. 

> 
oe Uptake JB HK 
eft lung 
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FIGURE 5 


Case No. 3. G.H. Prior to left pneumonectomy. 


Left pneumonectomy was performed on this pa- 
tient and was very successful. 


SUMMARY 


The advent of the anti-tuberculous compounds 
has resulted in a complete change in the treatment 
of pulmonary tuberculosis. Resection is now the 
most frequently used procedure. Nevertheless our 
figures indicate that the prognosis for a given 
patient depends chiefly on the control of the open 
lesion rather than on the type of surgery which is 
employed. This fact is demonstrated in that about 
95% of all our living patients treated by various 
surgical methods are completely well. In our hands 
a lesion adequately controlled by collapse procedure 
has an equally good prognosis with one which has 
been resected. The secret to successful surgical 
treatment of pulmonary tuberculosis lies in the 
selection of the most simple and safest procedure 
which will permanently control the disease. 





PATHOGENESIS OF ASCITES 


concluded from page 259 


tract to the ovary may be explained by such a 
portaovarian shunt as was found in one of our spec- 
imens. The latex injected into the portal system 
promptly filled the veins of the right ovary. The 
selective spread of carcinoma of the gastrointesti- 
nal tract to the adrenals as well as lung to adrenals 
may be explained by the portapulmonary and porta- 
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adrenal shunts.'? These portapulmonary shunts 
may also account for metastasis from gastroin- 
testinal malignancy directly to the lung, bypassing 
the liver. These possibilities and others of metas- 
tatic spread have been of particular interest to 
Pack, Deddish, Gerold, and Brasfield.!* 


Conclusions 


It is postulated that the primary factor in the 
formation of ascites is an obstruction of the out- 
flow tract of the liver — namely, the hepatic veins, 

It is believed that there is a high incidence of 
natural occurring portacaval shunts. These shunts 
may either be a benefit or a detriment to the patient 
with cirrhosis of the liver. These shunts are offered 
as an explanation for some of the otherwise unu- 
sual metastases of intraabdominal and intrathoracic 
malignancies. 
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TREATMENT OF ACUTE INFECTIOUS MENINGITIS 
IN A GENERAL HOSPITAL* 


EARL F, KELLY, M.D., HRAD ZOLMIAN, M.D., AND BANICE FEINBERG, M.D. 





Introduction 
Earl F. Kelly, M.D., Pediatrician-in-Chief ; Chairman, 
Executive Committee, Pawtucket Memorial Hospital. 
HE PURPOSE in presenting this topic for discus- 
) os is twofold. One, because the changing pat- 
terns in the treatment of acute infectious meningitis 
have been rapid over the past ten years, resulting 
ina greater reduction of mortality and the preven- 
tion of complications and sequelae, brought about 
with the use of the many new antibiotics available, 
and the wonderful results obtained. 

The second reason for this presentation is to 
show that it has been an accepted fact that any 
communicable disease should, and can, be handled 
effectively in a small general hospital like the Paw- 
tucket Memorial, if regular and proper precautions 
are carried out. The treatment of these cases has 
been carried out in this hospital in the Pediatric 
Department for twenty-five years. It has been 
stated by the American Academy pediatric com- 
mittee on hospital procedures and technique that a 
general hospital in a community such as ours is not 
worthy of being called a good hospital if it has not 
the staff and the equipment available for the treat- 
ment in such an institution. 

The first presentation, by Dr. Hrad Zolmian, 
shows the type of cases seen in the Pawtucket 
Memorial hospital, together with some interesting 
statistics illustrating the changing pattern in treat- 
ment and the changing trend in the type of acute 
infectious meningitis that we are getting in our 
Pediatric Department in the present day. 

The second presentation, by Dr. Banice Fein- 
berg, discusses briefly the treatment of the various 
types, and the latest treatment of choice, as well as 
the type of cases we have had in the department 
with the specific treatment given. 


Meningitis in Children 
Hrad IH, Zolmian, M.D., Senior Assistant Pediatri- 
cian, Pazetucket Memorial Hospital. 


Acute Purulent Meningitis in children has been 
handled by the Pawtucket Memorial Hospital 
through the years and has included all types. We 
*Presentes! at the John F. Kenney Clinic of the Pawtucket 


ponial Hospital Internes’ Alumni Association, Novem- 
er 3, 1954, 


feel, therefore, that a short review of its cases is 
in order. 

In the past ten years out of seventy cases these 
have been in order of frequency those caused by 
influenza, meningococcus, tuberculosis, pneumo- 
coccus, streptococcus, staphylococcus, and some 
types undiagnosed. Influenza has accounted for 
20 or 28%, meningococcus 20 or 28%, tuberculosis 
6 or 8%, pneumococcus 7 or 10%, and streptococ- 
cus 3 or 4%, and types undiagnosed 12 or 17%. 


Distribution of Cases 


Meningococcus 
Influenza 


Pneumococcus 
Streptococcus 
Staphylococcus 
Type Undiagnosed 


There are interesting changes in the distribution 
of cases and associated vital statistics. Since the 
advent of more antibiotics these changes show up 
quite sharply. Therefore, I would like to divide the 
cases into an early period, 1944-49, which includes 
40 cases, and a recent period, 1950-54, which in- 
cludes 30 cases. 

1950-54 
30 cases 
Influenza 5% 14 46% 
Meningococcus 5 17% 
Tuberculosis 1 
Pneumococcus 4 3 


1944-49 


Although the total number shows an equal number 
of influenza and meningcoccus, separating the rec- 
ords by years reveals a predominance of meningo- 
coccus in the early group and a predominance of 
influenza in the recent group. In the early group 
out of 40 cases, meningococcus accounts for 15 or 
37% and influenza for 6 or 15% of those cases. In 
the recent group of 30 cases meningococcus has 
fallen to 5 or 17% and influenza has risen to 14 or 
46% of the cases in these years, practically a com- 
plete reversal. In the later group pneumococcus 
runs ahead of tuberculosis 3 to 1. Otherwise this 
distribution compares approximately with reports 
of the authorities. Dr. Burdick at a recent sympo- 


sium on infectious diseases in Providence listed 
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influenza, meningococcus, and tuberculosis in order 
of frequency. We may conjecture whether these 
changes with relatively fewer cases of meningo- 
coccus, greater numbers of influenza, and much 
reduced tuberculosis indicate changes in the viru- 
lence and prevalence of organisms of this com- 
munity and whether they are the results of the 
increased use of antibiotics. 

The ages of influenza meningitis cases have 
ranged from 1-10 years, meningococcus from 5 
weeks-15 years. Again the two main groups were 
quite different if separated into an early and re- 
cent group. 

Age Groups 
1944-49 1950-54 
1 year 6 mos.-10 yrs. 
5 wks.-3 yrs. 8-15 years 
114-3 years 
1 at 9 years 
3 months-7 years 


Influenza 
Meningococcus 
Tuberculosis 


Pneumococcus 


Influenza cases in the early group were all 1 year 
of age, a few weeks more or less, meningococcus 
5 weeks to 3 years. Older individuals join them in 
the recent group, influenza 6 months to 10 years 
(and influenza predominated in the recent group), 
meningococcus 8-15 years. 

Another remarkable and quite extreme change is 
in that of mortality. 


Deaths 
1944-54 


70 cases 
1944-49 
40 cases 
1950-54 

30 cases 
Altogether in 10 years there were 16 or 23% 
deaths. However, this was mostly in the early 
group when there were 15 or 38% deaths. Of 
these, by the way, all except 4 were a few hour to 
1 day stays before death of moribund or fulminat- 
ing cases. These, also, included 1 associated with 
a brain abscess and a larger proportion of the 
tuberculosis cases. The recent group has fallen to 
1 or 3% mortality. This was a meningococcus case 
of the Waterhouse-Fridrichsen type. There were 
no influenzal deaths in our recent group. Present 
reports show that influenzal deaths have fallen 
generally from 90% to less than 10%. We may 
state more certainly, I believe, that this great re- 
duction is due to the addition of newer antibiotics 
to our armamentarium. 


Hospital Stay 
Recovered Cases 
(except for below ) 
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(except for below) 
Brain Abscess 
Tuberculous 

(6 cases ) 


12-68 clays 


Average stay in the hospital of the recovered 
cases was in the majority of cases 2-214 weeks, a 
reduction of several weeks over the past. This com- 
pares with experiences elsewhere. Of the deaths 
most were, as stated before, stays of 1 day or less, 
One brain abscess spent 32 days, 3 tuberculous 
cases spent 12, 23, and 68 days. The last case of 
tuberculous meningitis was in 1950. This was 
treated altogether for 114 years partly elsewhere 
with final recovery. 

The number of lumbar punctures done per case, 
except for the long cases, were approximately 2-3, 
One tuberculous case in 1945 had almost a daily 
one for 2 months, quite a therapeutic problem. 

Keeping pace with the introduction of anti- 
biotics treatment has, also, undergone changes. All 
of these cases have been treated with Sulfadiazin, 
Sulfadiazin alone in the early group and Sulfa- 
diazin with antibiotics in the recent group. 


Treatment 


Sulfadiazin 

Sulfadiazin + Streptomycin 
Sulfadiazin + Chloromycetin 
Sulfadiazin + Aureomycin 
Sulfadiazin + Terramycin 
Lumbar Punctures 2-3 per case 


1944-49 
1945- 
1950-54 


The first case of tuberculous meningitis treated 
with Streptomycin in Rhode Island was treated in 
July 1945. Shortly afterward another was treated 
with Streptomycin for 68 days (the case cited 
above ), 0.6 gm. IM. daily and for almost all of the 
same period streptomycin intrathecally daily 0.25 
gm. This had followed a previous miliary tuber- 
culosis and tuberculous otitis which had cleared oi 
that admission. The total cost of streptomycin in 
this case was over $2000. Again the change from 
sulfadiazin alone to the addition of broad spectrum 
antibiotics seems to coincide definitely with the 
various changes from the early to the late group. 

From the foregoing outline there is evident @ 
marked redistribution in the types and ages 0! 
meningitis in the Pawtucket Memorial Hospital 
and an even more marked reduction in the death 
rate, hospital stay, and treatment. This compares 
favorably with present day experience of other 
institutions. It indicates, I believe, that this, repre 
senting the community general hospital, may car¢ 
adequately, as well as specialized centers, for Acute 
Infectious Meningitis in children as part of IS 
service to its locality. 
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Treatment of Purulent Meningitis 
Banice Feinberg, M.D., Visiting Pediatrician, Paw- 
tucket Memorial, Rhode Island, Miriam, and Provi- 
dence Lying-In hospitals; Consultant, Department of 
Pediatrics, Charles V. Chapin hospital. 


0 THOSE of us who have been treating purulent 
beets before the era of chemotherapy and 
even as late as the end of World War II, nothing 
could be more gratifying or spectacular than wit- 
nessing a change from a 100% mortality rate in 
influenzal and tuberculous meningitis to a 95% 
recovery rate in the first instance, and a 50-75% 
recovery rate in the latter. 

It is reasonable to expect recovery in the major- 
ity of cases of purulent meningitis, and it is hoped 
that all will recover. This happy circumstance can 
at least be approached by adhering to several im- 
portant principles. 

1. Making an accurate bacteriologic diagnosis as 

quickly as possible. 

. Selecting optimal drug or drugs with adequate 
dosage. 

. Early recognition, prevention, and treatment 
of complications which might lead to perma- 
nent cerebral complications. 

The following outline in the treatment of puru- 
lent meningitis is based upon a review of the recent 
literature and the cumulative experiences at the 


Memorial Hospital, the Rhode Island Hospital, 
and the Charles V. Chapin Hospital in Providence. 

Since success in treatment of meningitis concerns 
itself a great deal with antibiotics, it might be wise 
to list the principal ones with their commonly used 
trade names. 


TABLE 1 
Antibiotic Synonyms 
Chloromycetin 
Aureomycin 
Terramycin 
Achromycin (Lederle) 
Tetracin (Roerig ) 
Polycycline (Bristol) 
Panmycin (Upjohn) 
Steclin (Squibb) 


Chloramphenicol 
Chlortetracycline 
Oxytetracycline 
Tetracycline 








TABLE 2 
Treatment of H. Influenza Meningitis 
I. CHLokoMycETIN oR TETRACYCLINE: Ist dose 50mgm. 
per Ib. body wt. i.v. drip. Then 50mgm. per Ib. per 24 hrs. 
im. divided doses until temperature is normal and toler- 
ated orally. Continue 10 days. 
Il. SuLrapiaztn : grains 1-2 per Ib. per 24 hrs. in divided 
doses, 


TABLE 3 
Treatment of Meningococcic Meningitis 
SULFADIAZIN: grains 1-2 per lb. body wt. in 24 hrs. to 
Produce blood level 10-15 mgm.%. 1st dose i.v. or 
subeu—'4 of 24 hr. dose, then regular dose (1%) q. 
8 hrs. until tolerated orally. Continue until temp. is 
normal | week. 
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ALTERNATE TREATMENT. Procaine penicillin 1 million units 
twice daily im. for 1 week. 


TABLE 4 
Treatment of Waterhouse-Frederichsen Syndrome 
Emergency—Treat intensively and quickly 

I. ApreNAL CorticaAL Extract—l0ce. q. 4 hrs. icv. 

II. Cortisone—100mgm. per day i.v. 2-3 days. 

III. Penicrtt1n—Aqueous—1,000,000 units in i.v. drip q. 
3 hrs., or i.m. q. 3 hrs. 

OR SULFADIAZIN—grains 1-2 per lb. body wt. in i.v. as per 
table 3. 

IV. PLasMA AND/or I.V. DExtROSE 

V. OXYGEN 

VI. Continuous Supervision. There are very few medi- 
cal conditions that are more grave than this awesome 
syndrome. Many of these can recover by early recogni- 
tion and the institution of immediate, expert and heroic 
measures. Continuous medical supervision for the first 
12 hours is indicated. The picture of petechiae, shock, 
peripheral vascular collapse, coma, with other evidences 
of meningococcic infection, once seen, is not easily 
forgotten. 


TABLE 5 
Treatment of Pneumococcic Meningitis 
PENICILLIN—Aqueous—1,000,000 units q. 2-3 hrs., im. 
or 10 million units in 24 hrs. via i.v. drip, until temp. is 
normal. Then procaine penicillin 600,000 units 2 times 
a day for 1 week. 
II. SuLrapiazin—grains 1-2 per lb. per 24 hrs. to produce 
blood level 10-15mgm.%. 
Treatment of Streptococcic Meningitis 
Same as pneumococcic meningitis 


TABLE 6 
Treatment of Staphylococcic Meningitis 

I. PenicitLin— Aqueous—10-20,000 units intrathecally, 
well diluted in normal saline, once daily for 3 days 
PLUS 1,000,000 units im. q. 3 hrs., or 10,000,000 units 
per 24 hrs., via i.v. drip until temp. is normal. Then pro- 
caine penicillin 600,000 units 2 times daily for 1 week. 

II. SuLFaprAzin—grains 1-2 per Ib. per 24 hrs. to produce 
blood level 10-15mgm.%. 

or ErytHromyctn-—10-20mgm. per Ib. per 24 hrs. for 
penicillin resistant organisms. 


TABLE 7 
Treatment of Tuberculous Meningitis 

I. Srrepromycin—1.0 gram per day i.m. until CSF sugar 
has remained normal 2 weeks. Then 3 times a week for 
6 mos. divided doses q. 12 hrs. 

II. Isonrazip—l yr.—5mgm. per lb. per day divided doses 
q. 12 hrs.—orally—(i.m. if necessary). 

III. Promizore—1-2 yrs. 0.25-5.0 grams per day, orally, 
divided doses q. 6 hrs. Produce blood level 1-3mgm.%. 


TABLE 8 
Treatment of Undiagnosed Meningitis 

Same as H. Influenza Meningitis. 

CHLOROMYCETIN OR ACHROMYCIN PLUS SULFADIAZIN. 
Watch spinal fluid for return to normal of sugar and 
protein. If no improvement, change to PENICILLIN 
and STREPTOMYCIN PLUS SULFA. 


concluded on next page 
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Foot-so-Port 

Shoe Construction and 
its Relation to 

Center Line of 

Body Weight 


1. The highest percent of sizes in the shoe business are 
sold in Foot-so-Port shoes to the big men and women who 
have found that Foot-so-Port construction is the strongest, 


@ The patented arch support construction is guaranteed 
not to break down. 

@ Special heels are longer than most anatomic heels and 
maintain the appearance of normal shoes. 

@ Insole extension and wedge at inner corner of the heel 
where support is most needed. 

@ Innersoles are guaranteed not to crack, curl, or col- 
lapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 

2. Foot-so-Port lasts were designed and the shoe con- 

struction engineered with the assistance of many top 

orthopedic doctors. We invite the members of the medi- 
cal profession to wear a pair — prove to yourself these 
statements. 

3. We make more pairs of custom shoes for polio feet and 

all types of abnormal feet than any other manufacturer. 


FOOT-SO-PORT SHOES for Men, Women, Children 


There is a FOOT-SO-PORT agency in all leading 
towns and cities. Refer to your Classified Directory 








Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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TABLE 9 
Treatment — Purulent Meningitis — Summary 
H. Influenza CL. or TET + SD 
Meningococcie SD or PEN 
Pneumococcic PEN + SD 
Streptococcic PEN + SD 
Staphylococcic PEN or ER + SD 
Tuberculous STR. + ISO + PROM 
Undiagnosed CL or AC + SD 
or PEN + STR+ SD 
Legend: CL=Chloromycetin; TET=Tetracycline; SD= 
Sulfadiazin; PEN=Penicillin; STR=Strepto- 
mycin; ER=Erythromycin; PROM=Prom- 
izole; ISO0=Isoniazid. 

Despite adequate therapy, or due to less than 
optimal or delayed therapy, recovery has occasion- 
ally been interrupted by subdural collections of 
fluid. This fluid has a high protein, is xantho- 
chromic and often resembles traumatic subdural 
hematomata. Most of these can be treated ade- 
quately and conservatively by removal of fluid by 
subdural taps ; resorting to surgical burr holes and 
removal of membrane if repeated taps over a period 
of two to three weeks do not relieve the condition. 


CONCLUSION 

sroad spectrum antibiotics together with penicil- 
lin, streptomycin, sulfas, and isoniazid have com- 
pletely revolutionized the treatment of meningitis. 
Intrathecal therapy is necessary only in rare in- 
stances. The greatly improved outlook provides 
one of the most gratifying chapters in medical 
history. 








Recommended for EVERY Doctor: 


our new 


CATASTROPHE HOSPITAL- 
NURSE INSURANCE 


$5,000 Maximum per claim 


$300 or $500 deductible, optional 
Made to Order for the Physician! 


Example of remarkably low premium: 


Male, age 39. ....... $ 9.50 
i) a 15.00 
3 children @ $5.00 each 15.00 


Total family cost. . . . . $39.50 yearly 
Added cost, Ist yr. only. . $ 5.00 


For further information, telephone or write to: 


R. A. Derosier Agency 
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Memorial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 

Physical, neurological, psychiatric and psychological exam- 
inations. 

Modern recognized psychiatric therapies. 

A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 

L. A. Senseman, M.D., F.A.P.A., Medical Director 
Edwin Dunlop, M.D. Oscar E. Stapans, M.D. 
Oliver S. Lindberg, M.D. Michael G. Touloumtzis, M.A. 
William H. Dunn, M.S.W. 
Referred patients are seen daily (except Saturdays) 9-12 A.M., 
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LOOKING AHEAD IN MENTAL RETARDATION 


ev ISLANDERS who are concerned about the 
special problems of mentally retarded chil- 
dren can share with pride in the nation-wide inter- 
est shown in the remarks of Rhode Island’s Con- 
gressman Fogarty in the House of Representatives 
at our national capitol on March 21. As chairman 
for the fifth time of the House Committee respon- 
sible for the annual budget of the Department of 
Health, Education and Welfare and related agen- 
cies, he was instrumental in having included in the 
bill covering the appropriation for 1955-56 (H.R. 
5046) a new item of $750,000 to initiate a program 
of research on mental retardation. In his remarks 
before the House Mr. Fogarty displayed an en- 
lightened and clinically sound understanding of the 
need for such research, and of some of the main 
channels through which it may be profitably 
pursued. 

While some may wish to debate the wisdom of 
appropriating Federal funds for medical research, 
there can: be little quarrel with the need for improv- 
ing our understanding of a handicap which involves 
some four and one-half million Americans and their 
families. Among the ultimate goals of knowledge 
derived {rom research in mental retardation are the 
eventual prevention of the handicap in many in- 
stances arid the assurance of optimal happiness and 


productivity for those who are affected by im- 
proved facilities for their training and education. 
The days have passed when the medical profession 
and the community may complacently assume that 
most mental retardation is inevitable since it is 
passed from generation to generation on an heredi- 
tary basis. Present knowledge suggests that a 
notably small percentage of children are retarded 
primarily for genetic reasons. 

Mr. Fogarty has indicated that his interest in 
the whole subject was initiated by an invitation he 
received to address the parents of retarded children 
in Rhode Island. His comment well indicates the 
potential stimulation regarding problems of re- 
tardation which can originate in the many similar 
parent groups which have banded themselves to- 
gether in a variety of organizations from coast to 
coast—to a large extent during the last five years. 
Their influence, together with that of professional 
workers who have labored in semi-obscurity in the 
field for many years, is beginning to be reflected in 
many ways. This year the Rhode Island General 
Assembly passed, and the Governor signed, a bill 
appropriating $40,000 to reimburse cities and towns 
for one-half the cost of providing special facilities 
or transportation to existing special facilities for 
retarded children in day schools approved by the 


continued on next page 
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State Board of Education. Due regard is given to 
children who can profit from various types of in- 
struction. Other states and many larger cities are 
setting up experimental or permanent programs for 
retarded children in community schools, thus fol- 
lowing a precedent set by such places as New York 
City, which has had special classes for many years. 

Mr. Fogarty indicated his interest in having men- 
tally retarded youngsters referred to as “‘excep- 
tional children.” This is a term which has been in 
common use, particularly in special private school 
circles, for a good many years. It represents a 
sincere attempt to remove from our terminology 
labels which convey the stigma traditionally at- 


RHODE ISLAND MEDICAL JOURNAL 


tached to mental retardation in years past. Desig- 
nations such as “idiot,” “imbecile” and “moron” 
have recently been deleted from standard nomen- 
clature for this very reason, and more neutral, 
descriptive terms indicating the degree of retarda- 
tion have been substituted. It is unlikely that a new 
vocabulary alone can remove a heritage of deroga- 
tory thinking. However, non-discriminatory terms 
used in widespread, sympathetic discussion, plus 
enlightened planning and a realistic, objective ap- 
proach to research with mentally retarded children, 
make the future for these youngsters and their 
families look immeasurably brighter. 


THE POLIO VACCINE 


HE DEMONSTRATION of effective artificial im- 
ein against poliomyelitis marks a great 
achievement in the prevention of this disease. Dr. 
Thomas Francis, Jr., of the University of Michigan 
in his preliminary report on the mass inoculation 
trials of 1954, using the Salk polyvalent vaccine, 
has shown that apparent immunity was demon- 
strated in a range of from 60 to 90 per cent, de- 
pending on the type virus antibody tested. Effec- 
tive immune response to type I (Brunhilde) virus 
varied from 60 to 70 per cent and was not as 
marked as the response to type II (Lansing) and 
type III (Leon) viruses which showed an overall 
effective response of 90 per cent or more. Protec- 
tion against paralytic poliomyelitis was estimated 
to be in the range of from 80 to 90 per cent. 

Evaluation of the results in this country was 
based on the records of a total of 1,830,000 school 
children, six to eight years old, living in 217 se- 
lected areas in forty-four states. Of this number, 
approximately 440,000 children received three in- 
jections of vaccine and the remainder received 
either a placebo or served as observed controls. 

The effectiveness of the vaccine in future trials 
promises to be even better, especially after the vac- 
cine itself has been further improved to increase its 
potency. Much has been learned in this regard 
from the field trials of last year. For example, it 
was found that when merthiolate was used as a 
preservative in some of the vaccine lots, the po- 
tency of the vaccine was impaired ; however, when 
merthiolate was used in conjunction with a seques- 
tering compound like versene, the vaccine gave an 
excellent response. Had the merthiolate-versene 
vaccine preparation been used in all of the testing, 
one might expect even higher percentages of im- 
munity than those obtained. 

In the course of this study, it was found that the 
timing of vaccine injections greatly influences the 
degree of antibody stimulation. It was observed 


that the most effective time to give the vaccine is 
about four to five weeks after the first dose, and 
then not again until after seven to twelve months. 
Giving the third dose before seven months elapsed 
had little effect on increasing the serum titer; but 
when the third dose was given after seven months, 
the titer doubled in a short while and was equal to 
or greater than that produced by an actual infection 
with the poliomyelitis viruses. It was pointed out 


that primary vaccination, that is, two or three in- 


jections within five weeks, potentiates the antibody- 
forming system to produce large amounts of virus 
antibody in a short while on subsequent contact 
with poliomyelitis virus either by exposure to live 
virus or by booster injection, especially if this 
occurs seven to eight months later. 

Most vaccines that have been perfected are effec- 
tive in a range of only 90 per cent. This may not 
be entirely the fault of the vaccine, for it is known 
that a small percentage of individuals have poor 
antibody-forming apparatus to start with. The 
demonstration of active immunization against 
poliomyelitis up to 90 per cent is very encouraging 
in a disease such as this, for which there is no cure 
and no preventive treatment other than the use of 
gamma globulin which confers only a_ transient 
passive immunity. If protection is not complete in 
all vaccinated cases, the use of the vaccine may 
modify the degree of muscle paralysis and recovery 
may be more complete. 

Another important finding from the trials is the 
demonstration of effective use of a killed virus vac- 
cine so that there is no risk of infection. F* irmalde- 
hyde was used to inactivate the virus. [ffective 
immunization against some virus infections, small- 
pox for example, is possible only if a living vaccine 
preparation is used. In recent years certain viruses 
such as influenza, rabies, and equine encephalitis 
have been shown to give good antigenic response 
when completely inactivated by chemicals or ultra- 
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violet light, but in general an inactivated virus 
preparation does not evoke such firm immunity as 
does live material. 

Whether or not a vaccine can be used will de- 
pend on the side reactions produced. In this study, 
only 0.04 per cent of the children receiving the 
vaccine showed reactions of any sort and these 
were minor. So-called major reactions were 
almost completely lacking ; those few that did occur 
could not be attributed to inoculation. 

Considerable optimism about the use and effec- 
tiveness of the poliomyelitis vaccine is warranted, 
but there are, of course, some questions that remain 
to be answered. This will be possible only after 
more mass inoculation trials have been completed 
and after more time has elapsed to further evaluate 
these studies. Perhaps most important is the ques- 
tion of persistence of adequate antibody levels to 
prevent paralytic poliomyelitis. Will booster injec- 
tions be necessary, and if so how often will these be 
required? Side reactions were shown to be remark- 
ably low in the 1954 trials, but these will undoubt- 
edly increase when the results of future mass in- 
oculation trials are added to the data and especially 
so if repeated booster injections are found to be 
necessary. While antibodies produced by the vac- 
cine may be sufficient to prevent access of the virus 
to the CNS via the blood stream, still it may be 
possible for the virus to invade by way of the nerve 
pathways. Another factor that may complicate the 
picture in the future is the emergence of new im- 
munologic strains among the three recognized types 
of poliomyelitis virus, or the discovery of more 
than the three virus types. 

Many scientists have contributed to the demon- 
stration of effective immunization against polio- 
myelitis. Foremost of these is Dr. John J. Enders 
and his associates of the Children’s Medical Center 
in Boston who received the Nobel prize for demon- 
strating growth of the three virus types in tissue 
cultures of other than nervous origin, thereby 
allowing mass production of the virus as is required 
for large scale production of the vaccine. Dr. 
Dorothy Horstman of Yale and Dr. David Bodian 
of Johns Hopkins discovered circulating polio- 
myelitis virus in the blood stream which confirmed 
the existence of a viremia before invasion of the 
nervous system. This work suggested that anti- 
body in the circulation could act on virus to remove 
it before the virus could produce injury in the 
CNS. Dr. Howard H. Howe and Isabel Morgan, 
also of Hopkins, did the initial work on chemical 
inactivation of live poliomyelitis virus. Dr. Jonas 
E. Salk and his associates at the University of 
Pittsburgh set up the first clinical trial of a killed 
vaccine in the first inoculation series of 1953. These 
results gave considerable promise of success. The 
results of the work of all of these scientists made 
the mass experiments of 1954 possible. 
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MISS FITZPATRICK 


Among its foremost citizens, Rhode Islanders 
are proud to class a group of distinguished women, 
of whom no finer example could be selected than 
the late Winnifred L. Fitzpatrick. As administra- 
tive head of the Providence District Nursing Asso- 
ciation in the days when that organization was first 
recognized as the national leader in this field of 
public service, Miss Fitzpatrick, by a rare combina- 
tion of personality, ability and tireless diligence, 
made the work of her group a model. Nurses came 
for training under her supervision from all parts 
of the country and from abroad. She, as practical 
administrator, and Miss Mary Gardner as director, 
were an example of as perfect teamwork as is pos- 
sible for human beings. 

To those who knew “Winnie,” as her older 
friends loved to call her, her kindness and humility 
made her especially dear. How often on her way 
home from a busy day at her office she would stop 
to give a sick neighbor or friend some welcome 
nursing attention, only her intimate acquaintances 
knew. Her kindness and compassion, and her deep 
understanding of people made her life in the tradi- 
tion of Florence Nightingale a model for all of us 
in the professions of nursing and of medicine. In 
her passing, the people and the medical profession 
of Providence have lost a beloved friend. 


HENRY MERRITT WRISTON 


The retirement of President Wriston from 
3rown at the end of the academic year is a matter 
of concern for all citizens of the state. It is not 
necessary to recount the achievements of this re- 
markable fellow citizen of ours, for this has been 
accomplished by the lay press in an able and under- 
standing manner. It can hardly be that there are 
many doubters in this vicinity as to his abilities. 
He has made:a wonderful record. He is the very 
model of a modern university president. How 
srown has developed and matured under his dy- 

namic leadership is known to us all. 

One of the most valuable qualities which he 
possesses is his ability to tell us in his speeches 
something of what he has in his mind and which 
certainly we should retain in our minds. His won- 
derful speaking voice with his tremendous reso- 
nance and his elocutionary ability have made him 
easily one of our most valuable public speakers. 

His work has been of deep interest to the medical 
profession, partly because the broad cultural base 
on which he has insisted as standard equipment for 

3rown men, as they have entered upon their ca- 
reers, is, we believe, essential to those who enter 
the medical profession. Physicians, to merit the 
full confidence of their patients, must appeal to 
them, not only as expert technicians, but as under- 


standing and broadly intelligent advisors. 
continued on next page 
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We would like now to think a bit of Dr. 
Wriston’s successor and the manner of his choos- 
ing. By some quirk of mind, which perhaps you 
will understand, we are led to think of the story 
told us by Dr. Samuel Adelson of Newport. 

A Jewish boy came to this country unable to 
read or write. The Jews, who always look out for 
their own, quickly got him a job as a janitor. He 
was such a good worker that he had the place well 
cleaned before the day was over. The employer, 
wishing to keep him busy, set him to sorting packets 
in the basement, but this required reading and he 
couldn’t do it. He was fired. His friends then 
bought him a pusheart and he collected old rags and 
bottles. Not too long afterwards, he was shipping 
waste metals in shipload lots. 

Needing money to expand, he went to the Chase 
National Bank and asked for a loan of a million 
dollars. The next day the bank president announced 
that they were prepared to lend it, made out the 
papers, and handed them to him for his signature, 
whereupon he made a cross and had to explain that 
he could not write. The president looked at him in 
astonishment and said, “My, my, you a multi- 
millionaire and can’t sign your name. What would 
you be if you only had an education?” The Jewish 
boy replied, “IT would be a janitor.” We wonder if 
he is on the Governing Boards of any universities. 

The papers have the list of the committee who 
are choosing the new president. Like the list of the 
corporation, it consists, excepting one woman, of 
smart businessmen and their legal advisors. All the 
businessmen are presidents of great industrial or- 
ganizations. Now we are great friends and ad- 
mirers of practically all these men, but we often 
wonder if it is necessary to make quite such great 
transitions from the old customs when more of the 
Corporation of the University were chosen from 
the learned professions. 

President Wriston in his speeches has stressed 
the importance of a broad cultural education rather 
than a mere training. Now we have known many 
cultured businessmen with the outlook on life that 
the broadest education would give them, but we 
can’t help feeling that taking them as a whole, they 
are hound by the nature of their work to be possibly 
a little too far toward the material side. President 
Pusey in his recent talk before Brown University 
men called attention to the fact that centuries ago 
the church absolutely dominated education. In this 
country it was perhaps more dominated by the state. 

Harvard had a very difficult time during the 
years when half of their governing board were 
representatives of the state. This was not changed 
until the period of the Civil War. Since then, the 
domination of industry has been strong, and he asks 
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us, “It therefore raises the very serious question: 
Which is to exert the guiding pressure? . . . The 
present greatest threat comes from forces largely 
economic that almost engulf our daily life.” In 
view of the fact that President Pusey is a young 
man who we understand was largely brought up by 
President Wriston, I think we may say right here 
“The voice is Jacob’s voice, but the hands are the 
hands of Esau.” All this does not sound like a plea 
to have Henry Wriston’s successor chosen by big 
businessmen alone. 

Of course, what is really making us doctors feel 
like going out in the garden and eating worms is 
the fact that at Brown University we medical men 
have for nearly a century not been considered to 
have qualifications valuable for educational affairs. 
Dr. Pusey’s University does not feel that way. Our 
friend, Dr. Roger Lee, has just ended a quarter 
century at the top of the Corporation of Harvard 
University, which to paraphrase the remark of the 
Model T driver to the Cadillac owner, is a good 
university too. If anybody can rise higher than 
that in the educational field, point him out to us. 

Well over a century ago, Brown had one of the 
most promising medical schools in the United 
States. President Wayland, himself educated as a 
physician, for some reason, not well understood as 
far as we know, brutally slayed it. In this second 
largest city in New England, the largest center of 
population in the United States still without a medi- 
cal school, we might well have had a valuable 
medical school now. 

Many men interested in medical education are 
not at all satisfied with premedical education. They 
think that the medical schools are getting a group 
of boys who have plugged hard at training in order 
to get good marks in technical subjects which will 
slip them into medical school. What we would like 
to see are some broadly educated young men whose 
minds have been developed for something besides 
memorizing the routine work of a physician. 





PHYSICIANS SERVICE ELECTIONS 


Ata meeting of the board of directors of the Rhode 
Island Medical Society Physicians Service, held in 
March, Dr. Charles J. Ashworth, treasurer of the 
corporation for more than five years, was elected 
president to fill the vacancy caused by the death of 
Doctor Joseph C. O’Connell. Doctor Orland F. 
Smith, a member of the board of directors since 
the inception of the program, was named as treas- 
urer to succeed Doctor Ashworth in that office. 

Elected to fill the vacancy on the board of direc- 
tors, to serve until the next meeting of the Cor- 
poration in January, 1956, was Doctor G. Edward 
Crane. 

















MICTINE*—NON-MERCURIAL ORAL DIURETIC 


Diuresis by ‘Sodium-Screening’ Action 
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 chetetina many years of research, Mictine 
brand of aminometramide, fulfils the following 
criteria for an improved diuretic agent: 

Mictine, neither mercurial, sulfonamide nor 
xanthine, is orally effective, well-tolerated and 
without known contraindications. Mictine causes 
excretion of water, sodium and chloride in 
amounts sufficient to reduce edema, yet does not 
upset the acid-base balance because only neutral 
salts are excreted. It is continuously effective 
with minimal side effects. 


Effectiveness — Approximately 70 per cent of un- 
selected edematous patients treated with Mictine 
have been found to respond with a satisfactory 
diuresis. This response is considerably greater 
when used in the control of the edema of con- 
gestive heart failure in patients with normal 
kidney function. 


Clinical Field— Mictine is useful primarily in the 
maintenance of an edema-free state and in the 
initial and continuing control of patients with 
mild congestive failure. Mictine may be used 
also for initial and continuing diuresis in more 
severe congestive states, particularly when mer- 
curial diuretics are contraindicated. 
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Increased sodium ion excretion following admin- 
istration of Mictine indicates the inhibition, or 
“screening,” of reabsorption of this ion, as well 
as increased elimination of water and chloride. 


Administration—The usual dosage for the aver- 
age patient is one to four tablets daily in divided 
doses with meals and on an interrupted schedule. 
The latter may be accomplished by giving the 
drug on alternate days or for three consecutive 
days and then omitting it for four days. 

For severe congestive states the dosage is four 
to six tablets daily with meals, also in divided 
doses on interrupted schedules. 

Supplied— Uncoated tablets of 200 mg. 


*Trademark of G. D. Searle & Co. 
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PRESIDENT’S MESSAGE 








PRESIDENT’S MESSAGE 


INCOLN ONCE SAID, “The legitimate object of government is to do for a community of people 
whatever they need to have done, but cannot do at all, or cannot do so well, for themselves, in 
their separate and individual capacities.” This same relationship, I believe, exists between our 
medical society and its individual members. 
Moreover, since stimulation of the pocketbook is known to arouse the subject’s interest, and 
since your annual dues of $50.00 can be considered adequate stimulation, you should be interested 
in some of the benefits of membership in the Rhode Island Medical Society. A brief and incomplete 


list includes the following : 


1). Scientific meetings which afford us an opportunity to hear talented and authoritative speakers 


on various aspects of medicine. 


2). The privilege of becoming acquainted with doctors from other hospitals and communities 
within the state and thus acquiring some knowledge of their problems and points of view. Service 


on one of our various committees or in the House of Delegates greatly increases this opportunity. 
3). The use of a good medical library. 


4). A medical journal which provides us with scientific reports and disseminates information 


of general and local interest. 


5). Finally, and most important in these changing times, is the work of our committees and 
representatives continually guarding our interests and the health welfare of the community. To 
mention only a very few, consider our majority representation on the board of the Rhode Island 
Physicians Service, our spokesmen on the board of Blue Cross, our active legislative committee 
with its multitudinous annual problems, our committee on Medical Defense and Grievance, our 
committee on Social Welfare, and our Committee on Public Policy and Relations. Implementing 
the activities of these groups and amplifying their effectiveness is our efficient Executive Secretary, 


John KE. Farrell. 


I helieve the evidence indicates that we receive excellent value for our dues. However, this does 
not imply that we as a Society are doing all we should, or that present performance leaves no room 
for improvement. Your officers welcome constructive criticism. We do not promise to adopt all 
your suggestions but we do guarantee them careful consideration. A good medical society, like a 


good man, is constantly becoming better. 


FRANK B. Cutts, m.p., President 
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for faster, 
surer recovery 
without relapse 


In post-infection neuritis (following upper respira- 
tory or virus infection), one ampul of Protamide 
daily for five days has been shown to produce 
complete recovery without relapse in 85% of pa- 


tients when treatment was started during the first 
week of symptoms.* 


You can count on comparable results 
your own n practice when you 


Pharmacologically safe and clinically 
assayed, Protamide is a sterile col- 
loidal solution prepared from animal 
gastric mucosa, Due to an exclusive, 
unique denaturing process, protein 
reaction cannot be demonstrated with 
Protamide although it is of protein 
origin. 

The solution is straw colored with 
an adjusted pH of 5.9. It is virtually 
painless on administration and is used 
intramuscularly only. 

Protamide is stable at room tem- 
perature and is packaged in 1.3 cc. 
ampuls in boxes of ten. 


*Smith, R. T., New York Med. 8:16, 1952. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PAWTUCKET MEDICAL ASSOCIATION The application of Doctor Edmund Billings for 

A regular business meeting of the Pawtucket associate membership was referred to the Standing 
Medical Association was held December 16, 1954, Committee. 
in the library of the Pawtucket Memorial Hospital Doctor Thomas J. Mathieu was elected to Asso- 
with ten members present. ciate membership by unanimous vote. 

The minutes of the November meeting were read The application of Doctor Marian Zawirski was 
and approved. tabled for one year. 

Several communications were read: Regarding social security for doctors, after con- 

1. from John E. Farrell of the Rhode Island — siderable discussion it was moved that “the secre- 
Medical Society indicating that it is the intention of _ taries of the various district societies be advised by 
the State Society to eliminate the results of our poll letter as to the result of our recent poll on social 
on social security for doctors from their next security for doctors.” Seconded by Doctor Charles 
publication, L. Farrell and carried on a voice vote. 

2. from Harold Bradbury, secretary of the Doctor James P. Healy moved “that our dele- 
Spatula Club, thanking the Pawtucket Medical As- gates be instructed to notify the House of Dele- 
sociation for the recent dinner and meeting with gates concerning the poll and the results.” Sec- 
the druggists, onded by Doctor Charles L. Farrell and carried on 

3. from the Association of American Physicians a voice vote. 
and Surgeons, thanking us for our donation of The meeting adjourned at 12:30 p.m. 
$25.00 to their “Freedom Program.” x *« * 


The Christmas Party was held at the Lindsey 
Tavern on the night of December 16, 1954. Forty- 
eight members were present, enjoyed a good din- 
ner, exchanged gifts and sang the usual Christmas 
songs. A good time was had by all. 


* * * 


The regular business meeting of the Pawtucket 
Medical Association was held at the Lindsey Tav- 
ern on January 20, 1955, with twenty-seven mem- 
bers present. 

The minutes of the December meeting were read 
and accepted. 

The letters recently sent to the secretaries of the 
district societies and to our delegates regarding our 
poll on social security for doctors were read. It 
was indicated in these letters that the results of the 
poll might not be published in the RHopr ISLAND 
MEDICAL JOURNAL. 

A letter from Doctor James G. Chapman thank- 
ing us for our recent felicitation was read. 

The application of Doctor Joseph E. Seabra was 
read and referred to the Standing Committee. | 

Doctor Edmund Billings was elected to associate 
membership on unanimous written ballot. 

Mr. Martin Kaufman discussed in detail the 

FRANCIs E. HANLEY, M.D. problem of income taxes. In effect he said that 


President, 1955 te sd tht 
The Pawtucket Medical Association doctors would do much better, tax wise, 11 they Ne 
continued on page 282 
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continued from page 280 
their returns prepared by a tax expert or public 
accountant. 

Doctor Harold Woodcome appointed a Nomi- 
nating Committee for the year 1955. 

Dr. James P. Healey, Chairman 

Dr. Hrad H. Zolmian 

Dr. Albert Giorgio 

The meeting adjourned at 10:20 p.m. 

* ok x 

A regular business meeting of the Pawtucket 
Medical Association was held February 24, 1955, 
at the Lindsey Tavern. Twenty-five members were 
present. 

Dr. H. Zolmian presented the following slate of 
officers proposed by the Nominating Committee for 
the coming year : 

President : Dr. Frank Hanley 

Vice-President : Dr. Edward Foster 

Secretary: Dr. John Hogan 

Treasurer: Dr. David Ruggles 

Councillor: Dr. Earl Mara 

Delegates: Dr. Harold Woodcome, Dr. Robert 

Hayes, Dr. Hrad Zolmian, Dr. Henry Turner 
and Dr. James Chapman. : 

Standing Committee: Dr. James Healey, Dr. 

Kieran Hennessey, Dr. Laurence A. Sense- 
man, Dr. Hrad Zolmian and Dr. Harold 
Woodcome. 

Dr. Paparo suggested that a local chapter be 
formed as an adjunct to the Rhode Island Cancer 
Education Society. After some discussion the pro- 
posal was tabled without action for the time being. 

Meeting adjourned at 10:00 p.m. 

P. J. LAppPIN, M.D., Secretary 


NEWPORT COUNTY MEDICAL SOCIETY 

A meeting of the Newport County Medical So- 
ciety was called to order at the Hotel Viking on 
January 26, 1955, by Doctor Robert Bestoso, 
president, at 8:30 p.m., with twenty members 
attending. ; 

The speaker of the evening was Doctor Richard 
Sexton, of the Rhode Island Hospital Staff, who 
spoke on “Lacerations of the Face and Hand.” He 
mentioned the taking care of these lacerations dur- 
ing the first twelve to eighteen hours, how anti- 
biotics have extended the time of care, and how 
local anesthesia under procaine with adrenalin was 
preferable in children especially. He also mer- 
tioned that extensive lacerations should be done 
under general anesthesia with endotracheal in- 
tubation. 

He insisted upon the fact that one side of the 
face should always be compared with the other for 
aesthetic evaluation of the face with the necessary 


symmetry that should always be considered. 
continued on page 284 





MAY, 1955 





THORAZINE* 


Hydrochloride 


IN SEVERE PAIN 


In a study of 39 patients, Wallis found that ‘Thorazine’ 

potentiated the action of other agents to overcome acute pain, 

anxiety, or insomnia. 

“Clinical experience with [‘Thorazine’] indicates that this 

drug potentiates or augments the action of hypnotics, nar- 

cotics, and analgesics.” 

Of particular significance in cases of terminal cancer, “the 

concurrent use of these drugs seemed to induce a state of emo- 

tional indifference, which replaced the justified fear of death.” 
[Wallis, R.: New York State J. Med. 55:243 (Jan. 15) 1955.| 


Available in 10 mg., 25 mg., 50 mg. and 100 mg. tablets; 
25 mg. (1 cc.) ampuls and 50 mg. (2 cc.) ampuls; and 
syrup (10 mg./5 cc.) in 4 fl. oz. bottles. 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


*Trademark for S.K.F.’s brand of chlorpromazine. 








284 
NEWPORT COUNTY MEDICAL SOCIETY 


continued from page 282 

He then spoke at length on the treatment of 
nasal and malar fractures with their attendant com- 
plications, the method of suturing after debride- 
ment to avoid disfiguring scars and the importance 
of pressure bandages in these cases. 

An interesting survey then was given by Doctor 
Sexton on lacerations of the ear, mouth, and hand, 
with emphasis on cheloid formation and tattoos. 

The minutes of the last meeting of December 
first were read and approved by the members of 
the s¢ ciety. 


COMMUNICATIONS: Dr. Ciarla made a mo- 
tion that the application of Dr. Veit be tabled until 
she becomes a practicing member in the county. 
Dr. Malone then made a suggestion that the Secre- 
tary of the Society communicate with Dr. Veit in 
this regard. This motion was seconded by Dr. 
Adelson and passed. 

A communication of the Pawtucket Medical So- 
ciety dated December twenty-second was read be- 
fore the members of the society. Dr. Adelson took 
the floor to explain that this communication did not 
explain whether or not the polls on the question of 
social security for doctors were voluntary or com- 
pulsory. He also insisted that all minutes of the 
district medical society meetings be published and 
submitted in toto with no omissions or expurga- 
tions, 

Doctor Ciarla then made a motion that a letter 
be sent to the State Society recommending that 
there be no censoring of minutes of any county 
medical society, but that these minutes be published 
as stated in their entirety. 

Doctor Dotterer then made the amendment that 
this motion be tabled until such time as the polls 
had been completed. This was passed unanimously 
by the members of the society. 

The emergency orders of the Newport Public 
Health Nursing Association were read and ap- 
proved by the members of the Society. 


APPOINTMENT OF OFFICERS: A motion 
was made and seconded that the entire slate of 
officers of the Newport County Medical Society be 
reappointed. This motion was passed unanimously. 
The following officers were re-elected : 

President—Robert L. Bestoso, M.D. 

First Vice President—John M. Malone, M.D. 

Second Vice President—Edward Zamil, M.D. 

Secretary—José M. Ramos, M.D. 

Treasurer—Donald B. Fletcher, M.D. 

Councillor—Samuel Adelson, M.D. 

Alternate Councillor—Charles B. Ceppi, M.D. 

Delegates—John E. Carey, M.D. 

Henry W. Brownell, M.D. 
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Censors—Norman M. MacLeod, M.D. 
D. A. Smith, M.D. 


Dr. Frank Logler, thereupon, advised all mem- 
bers of the Society to review their malpractice in- 
surances and suggested that a minimum of $50,000 
be considered for one policy and $150,000 for those 
who contemplated taking three policies. 

The meeting was adjourned at 9:50 P.M. 


Respectfully submitted, 
José M. Ramos, M.D., Secretary 


WOONSOCKET DISTRICT 
MEDICAL SOCIETY 

A Woonsocket District Medical Society meeting 
was held on Tuesday, March 15, 1955, at the 
Woonsocket Hospital library. The meeting was 
called to order at 8:45 p.m., by Doctor Saul Wittes, 
president. Twenty-five members were present. 

Minutes of the last meeting were read by Doctor 
Alton P. Thomas, secretary, and accepted with no 
omissions or corrections. 

A letter received December 22, 1954, from the 
Pawtucket Medical Society was read. In essence, 
the letter stated that 68% of their membership had 
voiced their opinion on social security for doctors, 
and 46% were in favor of, and 21% were against 
this form of government protection. Doctor Fran- 
cis Vose stated that this matter is under discussion 
now by the Rhode Island Medical Society and more 
information will be forthcoming. No action taken. 

A letter received January 4, 1955, from the 
Woonsocket Public Health Nursing Association 
was read. It thanked the Woonsocket Medical So- 
ciety for its cooperation in the chest survey clinics 
of last fall in which 13,901 chest X rays were taken 
in this community—a new record. 

A letter received February 15, 1955, from the 
Rhode Island Department of Health, Northern 
District, was read. It requested the approval and 
cooperation of the Woonsocket District Medical 
Society in the program of immunization against i- 
fantile paralysis tentatively set to be carried out in 
April of this year. It is planned that all children 
of the first and second grades in school, public and 
private, will receive a series of three injections. 
upon request of their parents or guardians. Doctor 
Philip Morrisson made a motion, seconded by 
Doctor Auray Fontaine, that the Woonsocket Dis 
trict Medical Society would actively support aly 
program of polio immunizations in this area. Passed 
unanimously. 

There being no other business before the society. 
the business portion of the meeting was adjourned 
at 9:00 p.m. and Doctor Henri Gauthier, president 
of the Rhode Island Medical Society. introduced 
the speaker for the evening. 


The speaker was Doctor George V. Smith, chiet 
continued om page 286 
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of gynecology at the Free Hospital for Women, 
Brookline, Mass., and professor of gynecology at 
the Harvard Medical School. He gave a complete 
and stimulating résumé on the usage of the female 
sex hormones. The lecture was followed by a ques- 
tion period of about one-half hour during which 
controversial issues were brought up, and some 
lively discussions ensued. Doctor George V. Smith 
was assisted in the question period by his wife, also 
an expert on female endocrinology. 
Meeting adjourned at 10:45 p.m. and refresh- 
ments were served in the hospital cafeteria. 


Respectfully submitted, 
Auton P. Tuomas, M.D., Secretary 


PROVIDENCE MEDICAL ASSOCIATION 


The regular meeting of the Providence Medical 
Association was held at the Rhode Island Medical 
Society Library on Monday, March 7, 1955. The 
meeting was called to order by the President, 
Francis H. Chafee, M.D., at 8:40 p.m. 


Minutes of Previous Meeting 
The minutes of the previous meeting of the asso- 
ciation were submitted and the president announced 
that the minutes would be published in the RHODE 
IsLAND MEDICAL JOURNAL, 


Communications 

The secretary reported a communication from 
the Community Workshops of Rhode Island invit- 
ing physicians to attend the twenty-fifth anniver- 
sary luncheon-meeting on March 23, 1955, at which 
Doctor Dean Clark of the Massachusetts General 
Hospital would be the speaker: 

The secretary read a communication from the 
American Medical Association announcing the 
sponsoring by the United States Junior Chamber 
of Commerce, in cooperation with the National 
Health Council, of “Community Health Week” to 
he celebrated throughout the country March 21, 
1955 to March 27, 1955. 


Report of Executive Committee 

Doctor Michael DiMaio, secretary, reported that 
the executive committee recommended for election 
to active membership to the association the follow- 
ing physicians: Paul A. Holzinger, M.D., 670 
Chalkstone Avenue, Providence; Olga Koropej, 
M.D., State Hospital for Mental Diseases ; Harvey 
Phillips Lesselbaum, M.D., Miriam Hospital, Prov- 
idence; Daniel Shao-Fu Liang, M.D., 155 Angell 
Street, Providence; Charles Elliott Magraw, Jr., 
M.D., 305 Blackstone Blvd., Providence ; and Ray- 
mond Edward Moffitt, M.D., 187 Waterman Street, 
Providence. 
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Award of Membership Certificates 

The president issued certificates for active mem- 

bership to the physicians who were elected at the 


February meeting of the association: Demitry 
Caramiciu, M.D., and Leo Richard Licis, MD. 


Announcements by the President 


The president announced the appointment of the 
following committees to prepare obituaries to de- 
ceased members of the Association : 

To prepare the tribute to the late Doctor Con- 
stant Schradieck, Doctors James H. Prior and 
Jack Savan. 

To prepare the tribute to the late Doctor Frank 
Jacobson, Doctors Stanley Freedman and Harold 
G. Calder. 

To prepare the tribute to the late Joseph C. 
O’Connell, M.D., Doctors John G. Walsh and 
John E. Donley. 


Report on Chamber of Commerce 


The president introduced Mr. Thomas Gilbane, 
president of the Providence Chamber of Com- 
merce, who spoke briefly on the work of that or- 
ganization and urged that physicians accept mem- 
bership and participate in activities in the various 
programs for the development of Greater Provi- 
dence. 


Medical Exhibitor 
The president introduced Mr. Walter Kiley, 
New [ngland representative of the Dietene Com- 
pany of Minneapolis. Mr. Kiley spoke briefly on 
the display of his company presented at the meeting. 


Address by Dr. Frank G. Dickinson 

The president introduced Doctor Frank G. Dick- 
inson of Chicago, Illinois, director of the Bureau 
of Medical Economic Research of the American 
Medical Association, to discuss ‘The Retirement 
Problem of Physicians.” 

Doctor Dickinson reviewed the Federal Old Age 
and Survivors System. He discussed in detail how 
physicians would be covered under it and pointed 
out the possible advantages and disadvantages 0! 
physicians participating in it. He called to the at- 
tention of the members his article on “Reappraisal 
of Social Security” published in the AMERICAN 
MeEpIcaL AsSsOcIATION JOURNAL. 

The meeting adjourned at 10:10 P.M. 

Attendance was only 47 as a result of a snow 
storm which occurred three hours before the meet: 
ing was called to order. 

Collation was served. 

Respectively submitted, 
Micuaer DrMato, m.p., Secretary 
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THE WASHINGTON SCENE 


A Legislative Review after three months of the 84th Congress 
prepared by the Washington Office of the American Medical Association 








The following report, prepared by the Washington 
Office of the American Medical Association, brings the 
federal legislative picture of the first three months of the 
year into focus. It deals with trends that have developed, 
as well as official actions, and the AMA’s policy and the 
reasons for it are given in relation to general subjects as 
well as to specific bills. Brief study of this report should 
give you a clearer understanding of what has happened 
in Washington the past three months, and what may be 
expected when Congress plunges into its most active 


period. 
THE EDITOR 





Reinsurance 

What Bills Would Do: This legislation provides 
an initial $25 million to start a trust fund that would 
be maintained by percentage payments from pre- 
miums of participating health insurance plans. ‘The 
total U.S. contribution would be $100 million. The 
fund would reimburse voluntary health insurance 
plans (commercial and nonprofit) for abnormal 
losses in extending coverage and expanding bene- 
fits. Cited by the Administration bill as areas where 
reinsurance would be helpful are catastrophic ill- 
ness and coverage of rural families and low-income 
groups. Participation would be voluntary on the 
part of insurance companies. 

Status of Bills: Chairman Priest of the House 
Interstate and Foreign Commerce Committee has 
said hearings will be held on this subject, but no 
date has been set. Chairman Hill of the Senate 
Labor and Welfare Committee has not indicated an 
interest in the bill nor is there strong support ap- 
parent among members generally. The Adminis- 
tration, principally through the President and Mrs. 
Hobby, has made plain that it will press hard for 
reinsurance, which has been identified as at the top 
of the White House “must list” for health legisla- 
tion. The bill is little changed from last year's 
measure which was defeated in the House. Bills 
before this Congress: Title I of the following Ad- 
ministration omnibus health bills: S. 886 (Smith of 
N.J. and 8 others), H.R. 3458 (Priest) and H.R. 
3720 (Wolverton), also H.R. 400, 401, and 2533 
(all by Wolverton ). 

AMA Policy: While indorsing the stated pur- 
poses of the bills (to promote the best possible 


medical care on reasonable terms), the American 
Medical Association again opposes the proposal on 
the grounds that (1) extensive private funds are 
available within the insurance industry for such 
purposes, (2) reinsurance doesn’t provide a means 
for making insurable what otherwise would be an 
uninsurable risk, (3) it will not fulfill its intended 
purpose and might even inhibit the satisfactory 
progress made to date by voluntary plans, and 
(4) it is a potential subsidy. 
Mortgage Guarantee for Health Facilities 

What the Bills Would Do: For a fee, would 
guarantee up to 95% of private mortgages for 
construction of non-government health facilities, 
to be owned and operated for profit or on non-profit 
basis. The mortgage could not exceed 80% of the 
estimated value of the project and equipment, and 
maturity could not exceed 30 years. The guarantee 
would apply to refinancing, as well as to new con- 
struction and modernization. 

Status of Bills: Now the Administration is be- 
hind this legislation, although it did not support 
the measure pressed by Rep. Wolverton in the last 
Congress. The new bill eliminates the requirement 
that 60% of the insured facility be reserved for 
group practice, prepayment plans. Last year’s bill 
had the strong support of Industrialist Henry J. 
Kaiser, who founded a West Coast network of hos- 
pitals and clinics that would qualify for the benefits. 
Secretary Hobby has designated this as one of the 
two most important Administration health meas- 
ures, the other being reinsurance. Last year labor 
witnesses also were in favor of mortgage guaran- 
tees. Hearings have not been scheduled as yet, but 
it is assumed they will be. Bills: Title I] of S. 88. 
H.R. 3458 and H.R. 3720; also H.R. 397 and HR: 
398 (both Wolverton ). 

The AMA Policy: The Association is actively 
opposed to this legislation on grounds that (a) pt 
vate financing is meeting the need, and (b) the 
proposal represents intrusion by the federal gov- 
ernment into a field where government help is n°! 
required. 

Mental Health 

What the Bills Would Do: The Administration 


wants a new five-year program of increased grants 
continued on page 2% 
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to states on a need-population-per-capita-income 
formula to help maintain and improve mental 
health services, to stimulate special projects, and 
to train more personnel. Chairman Priest in the 
House and Chairman Hill and 29 others in the 
Senate are proposing federal grants to non-govern- 
ment professional groups and associations to 
finance an intensive three-year, $1,250,000 survey 
of mental health problems. Senator Purtell has 
still another plan, a permanent federal commission 
on mental health, which would study the problem, 
make recommendations and attempt to coordinate 
all work in this field, private as well as government. 

Status of Bills: The survey bill has been reported 
to the House by Mr. Priest’s Committee and hear- 
ings have been completed in Senator Hill’s Com- 
nittee, with every expectation that the bill will be 
sent to the Senate floor also. This is the first major 
health bill to make such progress this session. The 
Purtell bill for a government commission appar- 
ently will not get out of committee. The House 
committee has delayed consideration of the Admin- 
istration’s bill preferring to take it up later in con- 
nection with legislation for overhauling the entire 
public health grants setup. Bills: Title VI of S. 
886, H.R. 3458, and H.R. 3720, and H.J. Res. 256 
(Priest) and S.J. Res. 46 (Hill and others) and 
S. 724 and S. 848 (both Purtell). 

AMA’s Policy: The Association is 
heartedly supporting the survey bill, and also 
favors the Administration bill, but only as a tem- 
porary measure until Congress has been able to 
redefine the federal and local areas of responsibility 
in public health matters. This interest in mental 
health problems dates back to the founding of the 
AMA more than a century ago. 


Federal Aid to Medical Education 
What Bills Would Do: Plans for federal aid to 
medical education range from “one-shot” construc- 
tion grants to outright operating aid for schools 
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increasing enrollment. Most prominent in. this 
Congress are identical bills by Senator ill and 
Rep. Priest. They provide a 5-year, $250 million 
program of construction, expansion, mocerniza- 
tion, and maintenance grants to new and existing 
schools. New schools could get up to two-thirds 
of construction costs, while existing schools could 
receive the same percentage if they increase fresh- 
men enrollment by 5%. Bills would allow up to 
20% of a new construction grant to go into a 
school’s permanent endowment for maintenance of 
the new facility. Another House bill in which there 
is interest is that proposed by Rep. M. G. Burnside 
(D., W.Va.). It calls for a five-year $300 million 
program, with one-half earmarked for new medical 
schools and the remainder for improvements in 
medical, dental, and other schools in the health 
fields. 

Status of Bills: Senator Hill and Mr. Priest head 
the two most important committees on health mat- 
ters. It is to be expected that they will arrange 
hearings on their bills, possibly very shortly. The 

3urnside bill and others could be considered at the 
same time. How much progress the bills will make 
in Senate and House will depend on a number of 
factors, including overall budget restrictions and 
workloads of both chambers. The Administration 
is not sponsoring an aid to medical education this 
year, but might not oppose the idea. There is con- 
siderable bipartisan interest in helping medical 
schools in some way. Bills: S. 1323 (Hill and 12 
others), H.R. 4743 (Priest), H.R. 3297 (Burn- 
side ), H.R. 3543 (Anfuso), H.R. 4667 ( Fogarty). 

AMA Policy: The Association favors one-time 
construction, renovating and equipment grants to 
medical schools on a matching basis similar to the 
Hill-Burton formula, but opposes federal grants 
for instruction or continuing grants for operation 
or maintenance. It approves the Hill-Priest bill, 
providing some specific changes are made in line 
with the above policy. It opposes the Burnside bill 
until he accepts changes that have been suggested 
to him. 


Doctor Draft Extension and Military 
Medical Scholarships 

What Bills Would Do: The Doctor Draft exten- 
sion bill would continue the present act for another 
two years beyond its July 1, 1955, expiration date. 
Under the scholarship bill the government would 
pay up to $133 per month, plus tuition and fees. 
Students would be obligated for three years’ activ¢ 
duty if the scholarship was for a year or less, and 
four years if for more than one year. ‘The Detens 
Department is proposing this plan as part of 
long-range program for procuring career medic! 
officers; an extension of the Doctor Draft 1s ® 
answer to the short-range problem. 
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this Status of Bills: The Doctor Draft issue is almost partment insists, the military medical services can- 
and certain to come up for Congressional action, be- not be maintained during the next two years. The 
lion cause of the imminent expiration of the act that for AMA believes the services could do a great deal 
eal four and one-half years has supplied the military more to build up their regular Medical Corps and 
“se with physicians. Hearings have not yet been sched- to make more efficient use of the experienced men 
“ uled, however. It is planned to bring up scholarship now in uniform. The AMA supports the scholar- 
“ ills ahead of draft extension. The three services ship idea, provided that (1) a student not be ap- 
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have been supporting an extension for the last year, 
and eventually the Defense Department accepted 
this policy, making the present bill an official Ad- 
ministration measure. Doctor Draft bill is H.R. 
2885 (Vinson); scholarship bills, H.R. 67 and 
H.R. 4045 (Bennett, Fla.) and S. 1444 (Russell 
and Saltonstall) . 

The AMA Policy: When there was a proven 
need for it at the start of the Korean War in 1950, 
the Doctor Draft was supported by the AMA. The 
AMA also supported one extension of the law. 
Now, in the face of the Defense Department’s 
request for another (and peacetime) extension, the 
AMA’s policy is unchanged. If it can be demon- 
strated that there is a continuing need for the act, 
the AMA will support the extension. Evidence so 
far presented has not established the need. The 
Defense Department admits the regular draft obli- 
gation will supply it with the young physicians it 
needs, but says that the Doctor Draft is required 
to bring in more experienced men with special skills 
and administrative ability. Without these, the De- 


proached by the military until he is fully matricu- 
lated in the medical school, (2) no student so se- 
lected receive any preferential treatment, and 
(3) number of military scholarships in a school 
not exceed 5% of any year’s class or the total 
enrollment. 


Military Dependents 


What Bills Would Do: For the present irregular 
program of medical care for military dependents, 
the legislation would substitute a plan that would 
(a) apply a uniform definition of dependents to all 
services, (b) make all dependents eligible for the 
same amount of treatment, and (c) offer relatively 
the same degree of care regardless of residence of 
the dependents. Uniformed physicians and mili- 
tary hospitals would take care of all dependent pa- 
tients within limitation of resources. Only the 
remainder would be treated by private physicians 
and in private hospitals. The Secretary of Defense 
could set a token fee schedule to be charged de- 


pendents in military facilities. Those not cared for 
concluded on next page 
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by the military medical departments would pay 
about 10% of the costs themselves, with the U.S. 
paying the remainder either directly to physicians 
and hospitals or through health insurance policies. 

Status of Bills: No hearings have been held or 
are yet scheduled on these administration bills, but 
it is likely that some action will be taken. President 
Eisenhower is anxious to have Congress provide a 
better medical care program for military depend- 
ents, and the White House can be expected to exert 
its influence when the time comes. There is a strong 
feeling in Congress that the present confused sys- 
tem of dependent care should be straightened out. 
Bills: Two identical Administration bills, S. 934 
(Senators Russell and Saltonstall) and H.R. 2685 
( Vinson), also H.R. 3009 (Brooks). 

AMA Policy: The Association has no argument 
with the military services on most provisions of the 
Defense Department bill, but is unalterably op- 
posed to one part of it. Whereas the Administra- 
tion thinks the military medical departments should 
care for all the dependents they can handle, the 
AMA feels that dependents, like other civilians, 
should be treated by private physicians and in pri- 
vate hospitals unless these private facilities are 
inadequate. In the latter case it would be the 
military’s responsibility to care for dependents. 
The AMA Chicago headquarters staff now is work- 


ing on a set of principles to be recommended as a 
guide in amending this bill into acceptable form. 


Tax Deferments 

What Bills Would Do: The Jenkins-Keogh-Ray 
type bills vary in provisions, but all are designed 
to give self-employed physicians and others the 
same tax deferment rights as corporation em- 
ployees. The bills would allow them to put a limited 
amount of their income into restricted retirement 
plans, paying income tax on it when received as 
annuity payments. Bills similar to that introduced 
by Rep. Oliver Bolton would liberalize the amounts 
of medical expenses for tax deduction purposes. 

Status of Bills: The Treasury Department has 
studied some of the proposals, but the Administra- 
tion is not supporting any, nor is there evidence that 
Congress plans to act on any of them this session. 
Annuity bills include H.R. 9 (Jenkins), H.R. 10 
(Keogh), H.R. 2092 (Ray) and eight other bills. 
Medical expense deduction bills: H.R. 402 (Wol- 
verton ), H.R. 3492 (Williams), H.R. 3893 (Cur- 
tis) and H.R. 3911 (Bolton). 

AMA Policy: The Association supports all these 
bills, but among the tax deferment proposals it 
prefers the Jenkins-Keogh approach. 


Resolutions on Treaty Power 
What Bills Would Do: Initiate constitutional 
amendments that would, in various ways, limit the 
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power of the Executive Department to make 
treaties and executive agreements affecting internal 
matters. 


Status of Bills: Although last year’s Bricker 
resolution just missed getting the required two- 
thirds vote in the Senate, Congressional leaders 
have indicated they do not plan to take up the issue 
this session. Bills: S.J. Res. 1 (Bricker), H.R. 406 
(Burdick), H.J. Res. 33 (Dondero), H.J. Res, 41 
(Gross), H.J. Res. 60 (McDonough), H.]J. Res. 
103 (Bow), H.J. Res. 96 (Fisher), H.J. Res. 111 
(Pelly), H.J. Res. 172 (Smith, Wis. ). 


AMA Policy: The Association favors these safe- 
guarding resolutions in principle, because under 
present law it would be possible to impose medical 
licensure laws, or a program such as compulsory 
health insurance, through treaty alone, without 
requiring its passage by Congress as domestic law. 


Grant Programs 


Medical Care of Indigents: The Administration 
bill would authorize $20 million more in U.S. grants 
annually, to be earmarked for the medical care oi 
the four classes of indigents for whose support the 
U.S. now contributes. The division would be $3 
per month for each adult and $1.50 for each child, 
all of which would have to be matched by the states. 
It is an elaboration of the present program, under 
which the U.S. allows about $80 million per year 
for medical care of these indigents but does not 
require that it be used for this purpose. 

In the same area, another Administration bill 
would revise the matching formulas for U.S. pro- 
grams in maternal and child health and crippled 
children’s services. 

Pending further study of these bills, the Asso- 
ciation has taken no position on them. Bills: H.R. 
3293 (Reed) and S. 1198 (Cotton ), also H.R. 3292 
(Reed). 

Other Grants Proposals: The Administration 
again wants to eliminate categorical grants to states 
for public health work, and substitute three broad 
groups; (a) general grants, (b) extension and in- 
provement grants, and (c) special project grants. 

The AMA supports the principle of eliminating 
categories, and will support the bill, provided (a) 
and (b) are combined and (c) is eliminated. 

The Administration is proposing federal grants 
to states to help in combatting water and air pollt- 
tion. The AMA favors bills for a study as well 
state grants for air pollution. Bills: Title V of > 
886, H.R. 3458 and H.R. 3720 for grants; S. 8 
H.R. 3459 and H.R. 4114 for laboratory facilities: 
S. 890 (ident.) and H.R. 3426, Water Pollution 
Control; S. 928, H.R. 835, H.R. 2129, and HE 
3680 all air pollution. 
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BOOK REVIEWS 





A MANUAL OF TROPICAL MEDICINE by 
Thomas T. Mackie, M.D., George W. Hunter 
III, Ph.D., and C. Brooke Worth, M.D. 2nd ed. 
W. B. Saunders Co., Phil., 1954. $12.00 


The first edition of this excellent manual (unique 
in its field) was published toward the end of World 
War II, primarily to meet the needs of the Armed 
Iorces in the tropics. Ten years have elapsed before 
the appearance of this long awaited revision. In 
this new edition, the authors are to be especially 
commended for their skillful choice in the intro- 
duction of a number of disease topics found 
through their experience to be prevalent in the 
tropics and sanitarily backward areas. This in- 
cludes trachoma, rickettsialpox, toxoplasmosis, 
gnathostomiasis, trichostrongyliasis; an enlarged 
chapter on virus encephalitides and nutritional 
diseases; a new chapter on medically important 
mollusks; as well as epidemic hemorrhagic fever 
which made its first notable appearance in the 
Korean War. Twenty-four authorities collabo- 
rated in part in the revision of this text, making it 
all the more authoritative. 

Although tropical medicine has aways been 
taught and practiced hand in hand with hygiene, 
there is no existing text that combines the two. In 
this manual adequate stress has been laid on epi- 
demiology and prevention, nevertheless, I would 
like to see a separate chapter on sanitation, partic- 
ularly military sanitation. Perhaps this would offer 
some food for thought between now and the next 
edition. 


S. K. KAAN, M.D. 


STANDARD VALUES IN NUTRITION 
AND METABOLISM, Edited by Errett C. 
Albritton. W. B. Saunders Co., Philadelphia, 
1954. $0.50 


This monograph is the second in a series of fas- 
cicles, dealing with standard values of biological 
data. Quantitative data, contributed by more than 
800 specialists in the field, have been condensed into 
100 tables. The best single representative normal 
value for each item is given followed by the upper 
and lower limits of the 95 per cent range of values 
normally encountered. Items in tables are identi- 


fied by coordinates ; separate tables in the bibliog 
raphy list complete references for the data pre- 
sented. The format follows that of the first mono- 
graph STANDARD VALUES IN BLOoop published in 
1952. The book is comprehensive, easy to use and 
adequately indexed. It is paper bound, size 8% by 
11 inches, 380 pages. 

The major divisions include: the essential nutri- 
ents and their sources ; nutrients utilized by animal 
and plant forms ; daily nutrient allowances for man 
and domestic animals; diets and culture media: 
energy values of foodstuffs; signs of deficiencies: 
pathways of metabolism ; end products of metabo- 
lism ; oxygen consumption and carbon dioxide pro- 
duction in both animal and plant tissues and organ- 
isms ; and energy exchange. 

This book should be of special assistance to those 
engaged in animal husbandry or agriculture; the 
practicing physician will probably find it of little 
immediate or practical value. 

WENDELL T. Caraway, Pu.D. 


SMOKING AND CANCER: A Doctor’s Report 
by Alton Ochsner, M.D. Julian Messner, Inc., 
1954. $2.00 
The crusader spirit reaches its acme of fervor in 

relation to tobacco and alcohol. The world must be 

saved from itself and these two noxious agents. 

Like the zealous temperance workers of yesteryear, 

in relation to alcohol ; the ardor of the non-smokers 

(p. 59, “I myself have never smoked”) is wonder- 

ful to behold. 

One cannot quarrel with the facts and figures 
presented by Doctor Ochsner, but I believe one can 
quarrel with the facts and figures as presented. 
Statistics show without question that cancer of the 
lung is increasing. It is also a fact that most pa- 
tients with cancer of the lung do give a history 0! 
cigarette smoking. However, I don’t think that 
justifies the sensationalism which characterized the 
book. Carrie Nation was a sincere person, but 
many people deplored her methods. 

p- 1 “Tobacco is a loaded, often lethal, weapon. 

“Lung cancer is in flood, and the flood 1s 
rising.” 


p.2 “You may go blind from nicotine ambly- 
opia.” 
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“There are even indications that if you are a 
man you may become impotent, if a 
woman, sterile.” 
p. 30 “‘Incessant smokers, for the most part, can 
choose the site of their cancers.” 


These are but a few of the many examples of 
hyperbole which the book contains. 

Even the charts are cleverly drawn to exaggerate 
the point to be made. Sometimes percentages, 
sometimes whole numbers; at one time rates per 
100,000, at others rates per 1,000; and occasionally 
estimates presented in the same graph with fact; 
are old tricks used. Such tactics years ago gave 
origin to the common saying, “Statistics don’t lie, 
ae... 

Fear psychology and arguments based on fear 
have rarely promoted constructive thinking. If the 
facts are adequately established, why is it necessary 
to use the scare headline technique? ‘Methinks he 
doth protest too much.” Facts, if they are actually 
facts, do not need embellishment. 

The book is quite evidently a “quickie,” designed 
to capitalize on the present timeliness of the recent 
publicity. It is poorly bound; the review copy is 
even now beginning to become unbound. 

In short, I do not regard it as a worthy product 
of a scientist of Doctor Ochsner’s unquestioned 
standing. 

[have not stopped smoking yet. I may do so, but 
if and when I do, it will not be because of exposure 
to books like this. 

Puitip BATCHELDER, M.D. 


POMP AND PESTILENCE by Ronald Hare, 
M.D. Professor of Bacteriology at London Uni- 
versity. The Philosophical Library, Inc. New 
York, 1955. $5.75 
This is an interesting and instructive book and 

easy to read. That does not mean, however, that 

it is pleasant reading. 

Reading about disease, and especially infectious 
disease, is really not pleasing except it be produced 
by people with remedies for sale or popular so- 
called “science writers.” 

Hans Zinsser, in his Rats, Lick AND History, 
long ago showed us how disease had dominated the 
world which (we had been told by other historians) 
had been controlled by generals and_ politicians. 
But Doctor Hare by no means simply rehashes 
Doctor Zinsser. Man has lived a million years or so. 
There is evidence that he has had parasites for sev- 
eral times the length of the Christian era. Within 
the smaller part of a century he has learned much 
about these infections. We shelter and protect these 
parasites. It is not to their advantage to kill us off 
lor they have to die themselves when this happens. 
But they are poor helpless things. Even when we 
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do not die to spite them we frequently kill them. 
Look at the number of cold viruses you have all 
disposed of. In fact, it is becoming increasingly 
difficult to die of infection, in this part of the world 
at any rate. 

It is hard to say when a disease is endemic and 
when it becomes epidemic. It is not unusual to have 
500,000 cases of smallpox in China. What a small 
part would we designate in this country as epidemic. 

Evidently there have been in the past many para- 
sites which have disappeared or become so weak 
that they cause little trouble. In some cases man 
has developed enough immunity to overcome them. 
Those which live part of their existence outside the 
human body have disappeared from parts of the 
world at least, because of changes in the climate. 
There seem to have been areas, formerly blessed 
with a big rainfall where mosquitoes and therefore 
malaria flourished. Now they are deserts. 

Although we have heard much of the ignorance 
and superstition which ruled the public reaction | 
to great epidemic the public often showed a deal of 
sense. Thus in visitations of the plague those who 
could moved out of town. I know of nothing better 
which they could have done. Of course-some of the 
group were pretty apt to carry the plague with them 
but the more they dispersed the better their chances 


were. 
concluded on page 298 
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concluded from page 295 

None of our stinking ancestors liked the smells 
which they had to endure, but just as we have been 
slow to get rid of our smoke they slowly eliminated 
their smells. What a holier than thou attitude for 
the people of Providence to take to heap scorn on 
the people of London or Edinburgh because the 
latter also reeked with vile odors some centuries 
ago. 

Although the reason for getting rid of smells was 
wrong, the result was right, for it was human feces 
which smelt worse and which were most dangerous. 
The Roman sewers were marvels and it is truly 
remarkable that they could have been forgotten or 
ignored for so many centuries. Their latrines were 
also admirable although lacking the “finger tip con- 
trol” of so many of our foolish modern gadgets. 
Even today our big cities are far behind in their 
system of public latrines. One thing that helped 
was that they felt no need to “pander to a desire 
for privacy.” It was the Roman custom to answer 
the calls of nature in company. “26 carved seats 
with dolphins as ornamentation” would have been 
at once the despair and delight of Chick Sales of 
three-seater fame. 

The personal cleanliness of the Greeks and Ro- 
mans sank into innocuous desuetude for centuries. 
And typhus and its cousins flourished. 

Do not think that we are now happily secure in 
our hygiene. Humanitarians tell us that we had no 
moral right to carry the White Man’s Burden. We 
are rapidly discarding it leaving it to be taken up 
by not a very husky group. One of the biggest 
items is labeled hygiene. It is an awkward thing to 
carry. There is reason to doubt if it will be well 
handled. 

One pessimistic Indian has remarked that per- 
haps it is better for the great hordes there to die 
quickly of tuberculosis rather than slowly waste 
away with starvation. 

This book has not given the answer. 
certainly stated the problem clearly. 

PETER PINEO CHASE, M.D. 


VIRUS DERMOTROPI E MALATTIE DA 
VIRUS IN DERMATOLOGIA by C. Scarpa. 
S. Pipola, Napoli, 1953. Lire 1000. 

The volume puts together what is known at 
present clinically and experimentally about viruses 
in diseases of the skin. It comes to the conclusion 
that a good number of cutaneous diseases, of un- 
known etiology, may be due to a virus. 

Data are scattered in the literature in an enor- 
mous quantity of papers. The student interested in 
the subject will have at hand in this monograph a 
good selection of publications to receive inspiration 


3ut it has 


for original work. 
F. RONCHESE, M.D. 
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CHILD GUIDANCE CLINIC CITED 


At a recent meeting of the American Associa- 
tion of Psychiatric Clinics for Children, the train. 
ing committee, council and membership voted 
unanimously for the approval of the Providence 
Child Guidance Clinic as a training center for 
psychiatrists in child psychiatry, one of only thirty. 
five such centers in the country so approved. 

The fellow in training will also take part in 
the training facilities of Butler Hospital and other 
Rhode Island psychiatric units. 
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